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Meratran ...: unique central 
motivant with demonstrated subcortical 
activity ... subtly restores your 
emotionally tired and depressed 


patients to their usual levels of alertness, 
interest and productivity.’ In doses easily ad- 
justed to the needs of your patients, 
its onset of action is subtle and prompt, 
yet sure £0 be comfortable. Effectiveness is 
prolonged. No jitters, no apprehension - no 
rebound letdown : little or no insomnia’ - 
normal appetite undisturbed? - no 
appreciable effect on blood pressure, respi- 


ration’ - wide range of safety’ - no tolerance 


Dose: (Initially) 2 mg. Meratran t.I.d. Reduce to minl- 
mum patient requirements. /1. Fabing, H.D.: Dis. Nerv. 
Sys., 1:10-15, (January) 1955. 2. Antos, R.J.: Arizona 
Med., 11:397-9, (November) 1954. 3. Levy, S.: North- 
west Med., 53:1233-6, (December) 1954.  meratran ® 
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IMPORTANT RESEARCH CONTRIBUTION 


Searle Introduces: 


A Practical New Steroid 
for Protein Anabolism | 
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INDICATIONS: 
Nilevar is indicated in the vast 
disease states in which protein 
PROTEOGENIC EFFECTIVENESS The newest Searle Research | @ingibolismis desirable for has- 
development, Nilevar, exerts a potent force in protein anabo- * tening recovery. The specific Bi a 
lism. Yet it is without appreciable androgenic effect (approxi- Fs indications are: 7 
-si 
mately one of thet exerted by he androgens) 
Investigations with Nilevar show that nitrogen, potassium 
and phosphorus are retained in ratios indicating protein anab- - : 
olism. Nilevar is thus the first steroid which is primarily ana- i. 2. Recovery from surgery. 
bolic and which provides a practical means of meeting the a 3. Recovery from illness: pneu- _ 
numerous demands for protein synthesis. RS monia, poliomyelitis and the” 
NILEVAR IS ORALLY EFFECTIVE + Clinical response to Nilevar ie 2 
is characterized not only by protein anabolism but also by an Be 4. Recovery from severe 7 F 
increase in appetite and an improved sense of well-being. trauma or burns. 


; 5. Nutritional care in wasting 
diseases such as carcinoma- 
tosis and tuberculosis. 


SAFETY AND PRECAUTIONS ~- Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic effects after 
six months of continuous administration of high dosages. = 
Nilevar should not be administered to patients with prostatic 
carcinoma. Nausea or edema may be encountered infrequently. 


DOSAGE - The daily adult dose is three to five Nilevar tablets 
(30 to 50 mg.) but up to 100 mg. may be administered. For 
children the daily dose is 1 to 1.5 mg. per kilogram of body 
weight. Individual dosages depend on need and response to 
therapy. Nilevar is available in 10 mg. tablets. G. D. Searle & 
Co., Research in the Service of Medicine. 


*Trademark of G. D. Searle & Co. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Broadway ot 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printed): 350 East 22nd Street, Chicago 14, Illinois. - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 o year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Konsas City 8, Missouri. Additional entry at Chicago, 
Iinois. « Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lokeside Press, Chicago. Copyright, 1956 by the 
American Academy of General Practice. 
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Modern Concepts in the Management of Thoracic Trauma 
John W. Strieder, M.D. 
In these days of rapid transportation, serious thoracic injuries concern 
all physicians. This essay reviews the pathologic physiology resulting 
from injuries to the chest and its contents, with a guide to the manage- 
ment of specific derangements. 


The Dilution Principle and the Plasma 
Volume Measurement 
John C. Rose, M.D. 


Systemic Lupus Erythematosus . 
Robert J. Gilston, M.D. 


Ultrasonic Radiation in the Treatment of Epicondylitis 
John H. Aldes, M.D. 
Drew development in physiotherapy makes use of ultrasonic waves. 


This essay compares ultrasonics to other forms of conservative therapy 
in “tennis elbow.” 


Pulmonary Fungus Ball 
Sol Katz, M.D. 


Practical Therapeutics—Complications 
of Blood Transfusion 
Gerald Miller, M.D. 


Blood transfusion carries an appreciable calculated risk. The principal 
hazards are delineated, and the methods of treatment are given, with 
emphasis on prevention. 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Treatment of Acute Nepbritis. C. W. Dazscuner, Jr., 
M.D. and H. Mover, This generalized 
vascular disease involves principally the vascular 
beds in the heart, brain and kidneys. The authors 
discuss treatment, particularly in terms of control 
of blood pressure, prevention of cardiac failure, 
and maintenance of water and electrolyte equi- 
librium. 

Urinary Retention Associated with Acute Myocardial 
inforction. H. Kapran, et al. Of 100 
patients hospitalized with the diagnosis of acute 
myocardial infarction, 19 developed urinary re- 
tention, requiring treatment. This essay analyzes 
the causes und the significance of this complication, 
and offers some pointers on its prevention and 
treatment. 

The Management of Hemorrhoidal Thrombosis. Ray- 
MOND J. JACKMAN, M.D. As és true in most other 
problems in medicine and surgery, it is necessary 
lo exercise good judgment in planning treatment of 
hemorrhoidal thrombosis. This essay is a practical 
guide to selection of proper treatment. 

Psychologic Problems in Gynecologic Surgery —Somo- 
topsychic Conference. Edited by Marc H. Homen- 
DER, M.D. The physical aspects of hysterectomy may 
be well known to you. But what happens psycho- 
logically when a young woman undergoes that 
operation because of cancer of the uterus ? 

Dector, Do You Believe in Worms? W. E. Henricx- 
80N, M.D. Worm infestations—particularly round- 
worms and pinworms—are rather prevalent among 
children. Here is one general practitioner's experi- 
ence utth diagnosis and management. 

Ailergic Accidents Resulting trom Therapeutic Agents. 
W.. GC, Spain, wp. and Vincent J. Fontana, 
M.D, In some ways the drug-drug reaction cycle is 
especially vicious, Drs. Sram and Fontana discuss 
diagnosis, treatment and prevention of mild and 
severe reaction: to drugs. 

of Cholecystography. M. Wenpext Dietz, 
M.D. and Lyiz D. Lrrron, Interpretation of 
cholecystograms can be quite accurate if some basic 
rules are kept in mind. This article presents an 
assay of the accuracy of diagnosis by cholecystography. 
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patients need a lift 


What with sneezing, wheezing and scratching, being 


allergic is fatiguing business. As a result your 
hypersensitive patients suffer from emotional de- 
(tripelennamine hydrochloride and methy- pression in addition to their allergic symptoms. 
Pp y y hloride CIBA) 


Now, with Plimasin, you can give these patients a 
lift—and obviate sedative side effects. Plimasin is a 
combination of a proved antihistamine and Ritalin 
—a new, mild psychomotor stimulant. Plimasin not 
only relieves the symptoms of allergy but counter- 
acts depression as well. 


Dosage: 1 or 2 tablets every 4 to 6 hours if necessary. 


Tablets (light blue, coated), each containing 25 mg. Pyriben- 
zamine® hydrochloride (tripelennamine hydrochloride 
CIBA) and 5 mg. Ritalin® hydrochloride (methyl-pheni- 
dylacetate hydrochloride CIBA) 
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MEMO FROM THE PUBLISHER 


You HAVE SEEN her name on the GP masthead for four years, 
you have seen her byline numerous times, and, although you 
didn’t know it, you have read many things in GP which first 
have come under the scholarly domain of Ruth Quinlan Sun. 
Now, we would like to introduce our readers more fully to this 
GP editorial assistant so that you may share our pride in her 
latest achievement. 

Mrs. Sun and her husband, Dr. Norman Sun, chairman of the 
Park College economics department, Parkville, Mo., recently 
learned from the State Department that they had been awarded 
Fulbright grants. They will leave in August for a fabulous year 
in Bangkok, Thailand, and a trip around the world. Mrs. Sun 
will teach journalism in a Thai university and Dr. Sun will en- 
Gage in economic research. 

The Suns’ many friends think the State- Department made a 
wise selection for this unusual double honor. Mrs. Sun holds 
masters’ degrees in journalism and Asiatic studies. Since child- 
hood, she has been keenly interested in “far away places and 
people.” During high school came a lasting interest in jour- 
nalism. 

Faculty members of the Medill School of Journalism, where 
Ruth Quinlan was taking her master’s, awarded her a scholar- 
ship for another year’s study—this time devoted to a background 
for foreign correspondence. Later she studied at the University 
of Southern California on a Chinese government scholarship. 

Dr. Sun, too, is a person of many scholarly attainments. He 
came to this country from China in 1940 and naturally is excited 
at the prospect of returning to Asia for the first time in 16 years. 

Mrs. Sun was awarded a Fulbright grant in 1948, for study in 
China, but did not go because of Communist encroachment. 

‘*All Southeast Asia is a very vital area at this point in his- 
tory,” Mrs. Sun remarked, “and the purpose of the Fulbright 
program is not only to help the peoples of this area to raise their 
standard of living but also to promote understanding between 
different cultures. We feel it is a great honor to play even a very 
small role in such a worthwhile program.” 

The Suns “‘were numbed” at the good news from the State 
Department because they had applied more than a year ago and 
had almost forgotten it. Now they are looking forward to living 
among the Thai people and to the opportunities the new setting 
will afford for free lance writing and painting. 

**To have our friends share in our joy has enhanced it a great 
deal,” they say. 

Actually GP staff members have to admit that they received 
the news with mixed emotions. They will miss “Rufus,” as they 
affectionately call her. They would tell you that her witty ob- 
servations and friendly charm have brought more “Sunshine” 
to their lives. —M.F.C, 
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Each tiny Dayalet represents: 


3 mg. (10,000 units) 
Vitamin D....... 25 meg. (1000 units) 
Thiamine Mononitrate 
Riboflavin 


You’ve probably seen him—huffing and puffing Pyridoxine Hydrochloride 
when he doesn’t get a big round of meat-and- Vitamin By, 

(as cobalamin concentrate) 
spuds at every meal. 

That’s all Stuffer wants. But a vitamin defi- 
ciency is what he’ll end up with. When you call 
his bluff with a properly balanced dietary, he’ll 
need a good multivitamin tablet for nutritional 
support—support that includes potent amounts gl ve him a Daya let a day 
of vitamins A, C, D, and seven 
important B-Complex vitamins. 
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Significant Events 


Stover Committee 
Prepares Report 


SECRETARY'S NEWSLETTER 


JUNE, 1956 


> Academy member Wendell C. Stover, chairman of the AMA 
special committee "To Review the Functions of the Joint 


Commission on Accreditation of Hospitals", created by the 
House of Delegates at its annual meeting last year, is keep— 
ing mum about the report his committee will submit at the 
105th annual meeting of the AMA in Chicago next week. But 
authoritative sources indicate the committee will recommend 
that one of the two AMA commission representatives be a 
designated member of the American Acade of General Prac— 7 
tice. According to advance information, the committee's 
report will be generously favorable to general practitioners 
and mildly critical of the present structure and operation 
of the commission. 
The report will also recommend that the Joint Commission 
encourage administrative general practice departments and 
leave compulsory staff meeting attendance decisions at the 
local level. Chairman Stover is the only general practi- 
tioner member of the seven-man AMA committee. 


> Fifty-three commission and committee appointments high— 
lighted the recent two-day Board of Directors' meeting at 


the Palmer House in Chicago. The Board also: 
Received a report from Treasurer Charles E. Martin on the 
Academy's general fund, GP fund, and building fund... 


Learned that almost 300 physicians attended the Academy's 
Invitational Scientific Congress, April 2, in Miami Beach... 
Discussed the 1957 Invitational Congress, following the 
Annual Assembly in St. Louis... 

Outlined plans for a State Officers' Conference following 
dedication of the new headquarters building, September 1... 

Set June 11-13 as dates for a meeting of the Executive 
Committee, the President, the Chairman of the Commission on i 
Hospitals, and the Secretary with American College of Sur- 7 
geons representatives... 

Announced that Chas. Pfizer & Co. had contributed $2,000 Se 
to commission a headquarters building portrait of the late sg 
Sir Alexander Fleming, an honorary member of the Academy. 


> At least two Democratic congressmen are concerned about 

the government's ambition to play medical middleman. During 

Senate consideration of a bill to expand medical benefits oe: 
for military personnel dependents, Senator John Stennis . 
(D-Miss.) said that the bill contained provisions that could 

lead to socialized medicine. Senator Richard Russell 

(D-Ga.) seems to agree. 


There has been a steady increase in federal participation 


during the Eisenhower administration. In contrast to the 
Roosevelt-Truman era, the first signs of unhappiness came 


from the Democratic camp. 

Under present and pending legislation, every fifth 
citizen could pass all or part of his medical care bills on 
to Uncle Sam. This group would include 25 million service— 
men and veterans; four million federal employees and their 
dependents; three million military personnel dependents; and 
thousands of merchant seamen, Indians, etc. 


Chicago Meeting 
Government Playing 
Medical Middleman 


> Following a closed—door session, Senate Finance Comm: 
airman Harry Byrd (D-—Va announced that a "substant;: 


majority" of his committee opposed the House—app 
cash disability benefits Bask but that he expected a fight 
on the Senate floor. Byrd's committee also went on reco 
against lowering the retirement age for women from 65 to 62 
and raising the social security tax from 2 to 24 per cent. 


In full agreement with the Eisenhower administration's 
laim that proposed new benefits would be too expensive, 
Byrd said the tax increase would net the Social Security 
dministration about $1.6 billion in the first year. The 
disability benefits would go to 250, workers and cost 
$200 million. 
The committee approved paying social security benefits to 


widows at age 62 and also agreed to extend compulsory cover— 
age to an additional 250-000 persons, including dentists 
and lawyers. 

ook for an election year, social security battle. Senate 
majority leader Lyndon z Johnson (D-Tex.), a ranking social 
welfare program booster, has scheduled the legislation for 
early Senate action. 


> Vowing to ignore "the weary cry of socialism," candidate 
Adlai Stevenson, a quadrennial hope of the Democratic party, 
two weeks ago told the Los Angeles Press Club that he favors 


OASI cash disability benefits (a la HR 7225); federal funds 
for medical schools and centers of research; and "long-term, 
Low_interest loans" to “advance the cause of voluntary 
prepaid health insurance." Stevenson, et al, neglect to 
point out that the health insurance industry may not want 
"long-term, low interest loans" and may simply wish that 
prospective candidates would stop using the nation's health 
as a political seine. 

Advocating "a people's program," the wealthy ex-governor 
lauded the Kaiser—Permanente plan. e modest 56-year-—o 
author of Call to Greatness added that the administration 
health program pursues "a policy of drift." 


> As predicted President Eisenhower is still searching for 
an acceptable free enterprise substitute for the old, and 


urrently comatose, reinsurance scheme. Apathy, not inter- 
est, has so far greeted the President's plan to amend the 
anti-trust laws, thus permitting health insurance under- 
writers to pool risks. 


> Other proposals in the legislative quagmire include Gov— 


ernment—paid major medical expense insurance for more than 
four million Federal employees. The White House favors 


catastrophic coverage in preference to basic coverage of the 
Blue Shield-—Blue Cross variety. Organized labor first wants 
a basic coverage program. The chances of expediting action 
via a Senate companion bill are remote. Look for more 
serious consideration of a Blue Cross-Blue Shield substitute 
proposal. 


ON JULY 1, THE ACADEMY HEADQUARTERS STAFF, INCLUDING THE 
EDITORIAL AND BUSINESS OFFICES OF GP, WILL OCCUPY THE NEW 
HEADQUARTERS BUILDING. THE NEW ADDRESS WILL BE VOLKER 
BOULEVARD AT BROOKSIDE, KANSAS CITY 12, MISSOURI. TELEPHONE 
JEFFERSON 1-0377. 


ae Votes Against Cash ttee 
Disability Payments Lal 
Stevenson Outlines 
‘a Welfare Program 
Eisonhowor Socks 
Substitute Plan 
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the point is this... 
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produces superior results — greater 
symptomatic relief and longer-lasting 
remissions —in both rheumatoid 


arthritis and osteoarthritis. 
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DOHME 
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Division oF Merck & Co., INc. 


SUPPLIED: SALINE SUSPENSION HYDROCORTONE-T.B.A.—25 MG./CC., VIALS OF 5 CC. 


Ref es: 1. Hollander, J. L., Ann, New York Acad. Sc. 61:511, May 27, 1955. 
2. Hollander, J. L, et al. J.A.M.A. 158:476, June 11, 1955. 
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Bush, M.D., 142 Merrick Road, Baldwin, N. Y.; Boyd H. 
Payne, M.D., Professional Building, Staunton, Va.; Joseph W. 
Telford, M.D., 3255 Fourth Avenue, San Diego, Calif.; 
Kennetu GLovER, M.D., South Side of Square, Mount Vernon, 
Mo.; ArtHur P. RepinG, M.D., Marion, S. D.; W. 
ATKINSON, M.D., 320 Huey P. Long Avenue, Gretna, La.; 
Eart D. McCatuster, M.D., 209 South High Street, Colum- 
bus, O.; Jack M. Partain, M.D., 205 Camden, San Antonio, 
Tex.; Joun O. Muuican, M.D., 1120 Boylston Avenue, 
Seattle, Wash. 


Committee on Scientific Assembly: Ropert F. PurTett, M.D., 
Chairman, 758 North Twenty-Seventh Street, Milwaukee, 
Wis.; Elmer Ridgeway, Jr., M.D., Vice Chairman, 2750 
Northwest Twenty-Third, Oklahoma City, Okla.; Herman E. 
Drill, M.D., Strobeck Building, Hopkins, Minn.; Joun R. 
BENDER, M.D., Nissen Building, Winston-Salem, N. C.; JosepH 
S. Devitt, M.p., 944 North Jackson Street, Milwaukee, Wis. ; 
Louis H. Werner, M.D., 4025 Girard Avenue, Philadelphia, Pa. 


Committee on Constitution and By-Laws: Georce H. ALEXANDER, 
M.D., Chairman, Forsyth, Ga.; Gzorce L. THorpe, M.D., 851 
South Oliver, Wichita, Kan.; Epmunp L. Douctass, M.D., 
188 Thames Street, Groton, Conn.; John A. Brewn, III, M.D., 
113 North Eleventh Street, Lincoln, Neb.; John E. Foster, M.D., 
Foley, Ala.; M. B. Glismann, M.D., 430 Northwest Twelfth 
Street, Oklahoma City, Okla. 


Committee on Voluntary Prepaid Medical Care: Francis T. Hopces, 
M.D., Chairman, 2299 Nineteenth Ave., San Francisco 16, 
Calif.; Thomas H. Blake, M.D., Box 466, St. Albans, W. Va.; 
Homer B. Martin, M.D., 4703 South Third, Louisville, Ky.; 
Ervin L. Bernhart, M.D., 2714 West Burleigh Street, Milwau- 
kee, Wis.; James G. Simmons, M.D., 30 Myrtle Avenue, 
Fitchburg, Mass. 


Committee on Rural Health: S. S. Kery, m.p., Chairman, P.O. Box 
376, Kety Clinic, Picayune, Miss.; Joun R. RopGER, M.D., 
Bellaire, Mich.; S. Joseph Giovale, M.D., 622 Central Avenue, 
Cheyenne, Wyo.; George W. Karelas, M.D., Newberry, Fla.; 
Clinton Swickard, M.D., 604 Sixth Street, Charleston, IIl.; 
Benjamin N. Saltzman, M.D., 111 West Sixth Street, Mountain 
Home, Ark.; C. J. Klaaren, M.D., P.O. Box 402, Moscow, Ida. 


Building Committee: JoHN R. Fow ier, M.D., Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuecHeter, M.D., 1512 Grant 
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Boulevard, Syracuse, N. Y.; M. B. Casrsott, m.p., 4000 Balti- 
more, Kansas City, Mo.; Cuartes F. Netson, M.D., 9615 
Brighton Way, Beverly Hills, Calif.; M. C. Wicrvron, M.D., 
310 West Thomas Street, Hammond, La.; Aaron H. Hor- 
LAND, M.D., 129 Chancellor Avenue, Newark, N. J.; W. H. 
Watton, M.p., 109 South High Street, Belleville, Ill.; Cyrus 
W. ANDERSON, M.D., Republic Building, Denver, Colo.; 
Georce H. Lemon, m.p., 355 East Broadway, Toledo, O. 


Committee on Insurance: Norman F. Coutrer, M.D., Chairman, 
1516 South Kuhl Avenue, Orlando, Fla.; Harry R. Sotrero, 
M.D., 315 North Broadway, Billings, Mont.; Grorce E. 
BurkeET, JR., M.p., 349 Main Street, Kingman, Kan.; Edwin 
Rosner, M.D., 814 Haddon Avenue, Collingswood, N. J.; 
Norman R. Booher,M. D., 447 East Thirty-Eighth Street, In- 
dianapolis, Ind. 


Committee on Mead Johnson Awards for Graduate Training in 
General Practice: MarsoriE E, Conrab, M.D., Chairman, 519 
Philadelphia Pike, Wilmington 3, Del.; Ricnarp R. Cuam- 
BERLAIN, M.D., 30 Lenox Place, Maplewood, N. J.; Jason C. 
Sanders, M.D., 106 East Kingshighway, Shreveport, La.; 
Bernard E. Edwards, M.D., 704 North Main Street, South Bend, 
Ind.; Leland §. Evans, M.D., 217 West Court Avenue, Las 
Cruces, N. M.; Donald H. Kast, M.D., Bankers Trust Building, 
Des Moines, Ia. 


Ross Award Committee: van C. Heron, M.D., Chairman, 490 Post 
Street, San Francisco, Calif.; William A. Sams, M.D., P.O. Box 
B B, Marshall, N. C.; Arthur L. Vasconcellos, M.D., 1128 
Alakea Street, Honolulu, Hawaii 


Liaison Committee on National Defense: STANLEY L. Harpy, M.D., 
Chairman, 1390 South Eighth Street, Las Vegas, Nev.; 
WuuaM F. Purnam, M.p., Lyme, N. H.; Max Klinghoffer, 
M.D., 435 Oriole, Elmhurst, Ill.; Verne L. Adams, M.D., 
Eugene Medical Center, Eugene, Ore.; Harvey D. Runty, M.D., 
DeWitt, Neb. 


Committee on 1957 State Officers’ Conference: H. MarcHMONT- 
Rosinson, M.D., Chairman, 14 E. Jackson Boulevard, Chicago, 
Ill.; Earl C. Van Horn, M.D., 4843 Reading Road, Cin- 
cinnati, O. 


Academy Representatives, Joint Residency Review Committee for 
General Practice: WuuAam J. SHaw, M.D., Lee Hospital, 
Fayette, Mo.; Jesse D. Risinc, M.p., University of Kansas 
Medical Center, Kansas City 12, Kan.; Louis F. Rittelmeyer, 
Jr., M.D., University of Mississippi Medical Center, Jackson, 
Miss. 


Representatives to Joint Committee on Industrial Medicine: LesTER 
D. Buster, M.D., Underwriters Bldg., indianapolis, Ind.; 
James L. Patterson, M.D., National Bank Bldg., Logan, W. Va. 


Special Committee on International Academy of General Practice: 
William B. Hildebrand, M.D., Chairman, 216% Main Street, 
Menasha, Wis.; U. R. Bryner, M.D., 508 East South Temple, 
Salt Lake City, Utah; Paul Davis, M.D., 633 East Market, 
Akron, O. 
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IN WOMEN, 


the preferred broad spectrum 
antibiotic preparation is 


MYSTECLIN 


IN IN (SQUIBB TETRACYCLINE- NYSTATIN) 


Usual broad spectrum antibiotic therapy may be 
followed by vaginal moniliasis. Mysteclin supplies 
well tolerated broad spectrum therapy without sub- 
sequent vaginal moniliasis.” 


*Stone, M. L., and Mersheimer, W. L.: “Comparison of side effects of tetracycline 
and tetracycline combined with nystatin.” Antibiotics Annual 1955-56, New York, 
Medical Encyclopedia Inc., 1956, p. 862. 


Vaginal moniliasis following antibiotic therapy 
Oral antibiotic therapy may cause an overgrowth 
of monilia in the vagina, producing vaginal moni- 
liasis with vulvar pruritus and vaginal discharge. 
All women are susceptible, but this complication 
is especially frequent in women who are pregnant 
or diabetic. In many cases, the woman fails to 
inform the physician through embarrassment or 
failure to relate the condition to preceding anti- 
biotic therapy. 


*mystecun’ ®, ‘stecuin’ ® and ‘mycostaTin’ ® are squiss SQUIBB 
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John H. Aldes, M.D., author of “Ultrasonic Radiation in the Treatment of 
Epicondylitis,” is a Los Angelean who is secretary of the American Institute of 
Ultrasonics in medicine. Dr. Aldes is also a member of various local and national 
advisory boards for orthopedic rehabilitation. A graduate of the University of ° 
Minnesota Medical School, Dr. Aldes took postgraduate orthopedic training at 
his alma mater, at Yale University and at the University of Cincinnati. He is a 
veteran of World War II, during which he rose to a lieutenant-colonelcy in the 
Army Medical Corps, is now consultant in orthopedic surgery for the United 
States Navy. Dr.Aldes is on the staff of Cedars of Lebanon Hospital, Los Angeles. 


Robert J. Gilston, M.D. is a member of the GP family whose byline appears in 
each issue. The author of “Systemic Lupus Erythematosus (A Collagen Disease)” 
is now on GP’s Editorial Advisory Board, was until recently an associate medical 
editor. Dr. Gilston is now in private practice in Amsterdam, New York, his old 
home town. He was instructor in medicine at Georgetown University Medical 
Center, took the Master of Science degree in medicine there. Dr. Gilston has 
authored 15 scientific publications since his graduation from Albany Medical 
College, is a member of the American Federation for Clinical Research. In World 
War II service, Dr. Gilston won six decorations, including the Silver Star. 


Sol Katz, M.D. is another of the GP family whose name is familiar to readers. 
Dr. Katz has been associate medical editor of GP since 1952, contributes regular- 
ly to its pages. The author of “Pulmonary Fungus Ball” is chief of the Pulmonary 
Disease Division at District of Columbia General Hospital. His skill as teacher at 
Georgetown and George Washington Medical Schools has won him the affec- 
tionate sobriquet “Poppa” from devoted students, though his years belie the 
biologic implication. Now recognized as one of the outstanding younger specialists 
in chest diseases, Dr. Katz assembled his various degrees magna cum laude. is 
happily domiciled with wife and three progeny at Annandale, Va. 


Gerald Miller, M.D. writes on his field of special research in ‘“Complica- 
* tions of Blood Transfusion.” Dr. Miller, who is assistant professor of pediatrics 
and assistant in medicine at the University of Rochester School of Medicine and 
Dentistry, has specialized in hematologic disorders in patients and in experi- 
mental hematologic disorders in dogs. The study of hemolytic transfusion reac- 
tions led to his concern with blood transfusion as a special situation in which 
hemolytic disorders occur. Dr. Miller took his medical training at the University 
of Rochester and followed this with special work in pediatrics at both the Univer- 
sity of Rochester and the University of California. 


John W. Strieder, M.D. is Back Bay born and bred. The author of “Modern Con- 
cepts in the Management of Thoracic Trauma” opened his eyes in Boston in 
1901, was subsequently graduated from Massachusetts Institute of Technology 
and Harvard Medical School. After residencies at Boston City Hospital, he left the 
area for two years of thoracic surgery at the University of Michigan, then returned 
to Boston, where he is now professor of clinical surgery at Boston University 
and surgeon-in-chief for thoracic surgery at Boston City Hospital, Massachu- 
setts Memorial Hospital and Newton-Wellesley Hospital. He serves also on the 
editorial board of the American Review of Tuberculosis and Pulmonary Diseases. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
’ of authors of letters published in this department will be preserved upon request. 


Divergent Views on Suffocation 


Dear Sirs: 

In reference to the article, ‘Accident Fatality Follow-up Study 
in Children Under Six,” in the February, 1956, GP, I feel that 
the portion pertaining to suffocation in children is incorrect and 
misleading to some physicians as well as contributing to the 
layman’s fears and lack of knowledge. 

As a general practitioner who does a large volume in the care 
of children, it is felt that suffocation of a child is almost impos- 
sible. Infants of only several weeks of age, who are classified as 
normal physically and mentally, are quite capable of moving 
their heads in all directions. They also maintain these positions 
for a number of minutes at a time without relaxing for a rest. It 
does not seem that infants with such well-developed muscular 
ability could be prevented from a sufficient airway unless the 
bedding was securely fastened over their oral and nasal passages. 
Loose bedding, furthermore, can hardly be entwined about the 
air passageways by the movements of the head when thrashing 
about. 

The method of obtaining the figures used in relationship to 
suffocation is incorrect, not only by the investigators preparing 
the article but also due to factors not controllable by them such 
as coroners’ reports, poorly conducted post-mortem examina- 
tions and records of the physicians in charge of the infants prior 
to death. 

Some coroner-physicians are not trained to do a satisfactory 
examination after death, some are careless and some are con- 
cerned only with filling out their necessary reports. Consequent- 
ly unless there is some obvious gross pathology present imme- 
diately upon entering the body, the true reasons for the death 
are overlooked. This results in another statistic of pneumonia or 
suffocation. 

In the year of 1955, I have been the attending physician of 
three infants who died due to suffocation according to the 
coroner-physician’s reports. 
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Case 1. Male, born December 7, 1954 and died on January 
11, 1955. Birth weight 11 pounds. Weight one week prior to 
death (4 weeks of age) 10 pounds 2 ounces: The infant had been 
regurgitating copious amounts since the third day of life, had 
been a so-called colicky baby and slept poorly. Chest x-rays 
normal, All physical findings were normal. The child was strong 
and capable of turning over, the day preceding his demise. 
Death occurred while sleeping in a carriage out of doors. 

Case 2. Male, born December 22, 1954 and died February 
10, 1955. Birth weight 6 pounds 12 ounces. Weight on January 
6, 1955 was 6 pounds 2 ounces. Weight on February 8, 1955 was 
6 pounds. Fussy, regurgitation was frequent and crying most of 
the time. Death occurred while riding on the back seat of the 
family car. Coroner-physician’s report—suffocation. 

In both cases I was in attendance when the post-mortem ex- 
aminations were conducted. There was in neither case any 
changes present to justify the diagnosis of suffocation. When 
the coroner-physicians were challenged on these diagnoses by 
myself, they fully realized the inaccuracies but felt that it would 
be a suitable appearing report to turn in. 

Case 3. This was almost identical to the two previously men- 
tioned patients but the records are not immediately available. 

Therefore, I feel that these few instances are sufficient to jus- 
tify objecting to the impressions given in this article pertaining 
to death by way of suffocation. I am sure that when this mis- 
taken idea of numerous infant deaths by such means is rectified, 
the medical profession will learn the truth about the demise of 
our offspring. -L. F. FARRELL, M.D. 


Chicago, Ill. 


Dr. Harold Jacobziner, one of the trio of authors of “Accident 
Fatality Follow-up Study in Children Under Six,” was asked to 
reply to Reader Farrell’s letter. Dr. Jacobziner is assistant commis- 
sioner of maternal and child health of New York City’s Department 
of 
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eeeamong other things...which distinguishes 
Vi-Penta Drops 'Roche.' Since all 


multivitamin solutions tend to lose 


strength in time, vi-Pente Drops 


are dated to assure full label potency. 
Just 0.6 cc daily provides required 
amounts of A, C, D and B vitamins 
(including Bg), and you'll find that both 
mothers and youngsters like them because 
they're easy to give and easy to take. 


Hoffmann - La Roche Inc « Nutley 10° N. J. 
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Dear Sirs: 

There is considerable validity in what Dr. Farrell says and 
we are cognizant of the work of Drs. Farber, Werne and Garrow 
and others, and as a matter of fact, have included three such 
references in our bibliography. 

A careful analysis of our records, of the mode of occurrence, 
etc., leads us to believe that a considerable number, however, 
are due to strangulation, smothering and suffocation. 

On page 90 we therefore say “while many deaths in this cate- 
gory were probably due to some underlying respiratory disease 
a sizable number of accidents due to ‘suffocation’ were pre- 
yentable.” 

On page 94 it is again stated “while some of these were prob- 
ably due to an underlying unrecognized infection, many were 
due to strangulation due to bedclothes.” 

We can add many other case reports to those cited by Dr. 
Farrell and these were not included in the “preventable” cate- 
gory. On the other hand we may cite a few which we have in- 
cluded: 

1. “A 5-week-old infant. Found dead in the morning, face 
down, head laid between the rounds of the crib and mattress. 
Mattress too small for the crib.” 

2. “A 2-week-old infant found dead while sleeping in bed 
between both parents.” 

3. “A 2-month-old infant found dead. Head caught between 
crib partitions, face down.” 

Space does not permit me to cite more but in many instances 
the usual story is: “Baby found sleeping in crib on abdomen with 
large woolen blanket covering face. Mother found child dead 
when she woke up.” 

It must be remembered that accidents are due to many causes 
and to state categorically that no deaths are due to strangulation 
or smothering would be just as wrong as to say that all cases 
classified as mechanical suffocation are actually due to that cause. 
It would also tend to give a false sense of security and not mo- 
tivate parents to take necessary precautionary measures and 
reasonable care when putting infants to bed. 

Harop JACOBZINER, M.D. 
Assistant Commissioner 
Department of Health 
New York City, N. Y. 


Meet Me in St. Louis 


Dear Sirs: 

Having returned from the Washington, D. C. Assembly, I 
wish to make immediate plans to attend the 1957 meeting in 
St. Louis next March. I don’t know to whom I should address 
this letter but feel you will place it in the proper channels. 
Would appreciate confirmation of my request for reservations. 


Tuomas J. Murpny, M.D. 
Decatur, Ill. 


Seeking Old Copies 
Dear Sirs: 

I am a medical student at UCLA School of Medicine. I am 
now enjoying my copies of GP and am in my second year as a 
student subscriber. I think it is an excellent idea to encourage 
student subscriptions to your journal, as I feel it has kept my 
interest in general practice alive thus far in school. I also think 
it’s fine for some general practitioner to buy a subscription for a 
student, as most of us have very few dollars to spare. 

I intend to keep as a permanent part of my library all my 
copies of GP. If any physician-readers have copies of the journal 
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sets prior to Volume 10, I would like very much to get them so 
that I could have a complete set of GP. This is only a rare pos: 
sibility, I realize, as most physicians will want to keep a complete 
file of GP, but Pll ask anyway. 

Cart B. YouncER 
North Hollywood, Calif. 


A Hit with Howard 
Dear Mr. Cahal: 


I wish to thank you for your invitation to the senior class of 
Howard University College of Medicine to attend the sessions of 
the Annual Scientific Assembly of the American Academy of 
General Practice, held here March 19-22. Dr. Robert R. Hottel 
of this city was kind enough to supply registration cards for the 
67 students of our graduating class, all of whom attended several 
of the sessions. 
From the reports that I have received from the students, I 
know they derived much benefit from the exhibits and from the 
speakers. They were grateful for the opportunity to attend the 
Assembly and I thank you for your foresight in making it possible. 
Rosert S. Jason, M.D. 
Dean 

Howard University School of Medicine 

Washington, D. C. 


A Voice in Education 


Dear Sirs: 
It is interesting to note that at the President’s White House 
Conference on Education in Washington in December there 
were only two M.D.’s out of 1,800 delegates.-One was Edward 
D. Greenwood and the other myself. So the Academy is repre- 
sented in many places, as justifiably it should be, if we are truly 
family doctors to help the whole person and family. 
Paut J. CouGHun, M.p. 
Editor 

Florida Academy of General Practice Journal 

Tallahassee, Fla. 


Planned Attack 


Dear Sirs: 

The statement that general practitioners were outnumbered 
3 to 2 by surgical specialists on the Blue Shield boards across 
the nation was made in the “Secretary’s Newsletter” for De- 
cember, 1955. This was the case in Iowa until April, 1955. 

A group of the Academy members met at a luncheon pre- 
ceding the annual meeting of Blue Shield and went over the list 
of candidates obtained from its Nominating Committee. Our 
group decided which candidates we wished to support and pre- 
pared several copies of that list. 

Each man at the luncheon was asked to get out among his 
friends and seek support for those candidates. The importance 
of attendance at the meeting was stressed, even asking the men 
to postpone other early evening plans and attend the meeting. 
The result was the election of six fine Academy members to the 
board (a clean sweep) and giving general practitioners a definite 
majority on the board. I might add this was the culmination of 
approximately two years of discussion and pleas for greater par- 
ticipation in society activities and not a sudden, overnight affair. 

We are convinced similar results can be achieved elsewhere. 
Cooperation, hard work, and persistence should pay off. 

L. Spencer, M.D. 
Essex, Iowa 
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either way 
you win 


with 


“heads”? .. because a BREMIL 
formula provides a complete 
nutritional intake that consistently 
promotes infant growth and development 
at or above accepted standards!; 
made with grade A milk. 


‘tails’. . because the easily 
digested, efficiently utilized 
protein content of BREMIL 
(approximating that of breast 
milk) virtually eliminates 
excoriations due to ammonia 

“*™~-~dermatitis!, and does not impose an excessive 
} solute load on the immature kidney? 


Standard Dilution 
One level measure to,2 fluidounces of hot water. Mixes like a 

liquid. Costs no‘more than ordinary formulas requiring vitamin 


and carbohydrate supplementation. In 1-]b. tins at all drug outlets. 


1. Oberman, J. W., and Burke, F. G.: M. Ann, 
District of Columbia 23:483, 1954. 2. Hill, 
_L, F.: Am. J, Clin, Nutrition 3:75, 1955. 
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Hearty Endorsement 


Dear Mr. Cahal: 

Your Publisher’s Memo titled ‘Should the Physician, When 
Writing Prescriptions, Use Trade or Generic Names?” has been 
brought to my attention. 

We certainly want to congratulate you for the stand that you 
have taken on this most important study and heartily agree with 
you in that “any action to discourage the use of trade names in 
prescription writing tends to interfere with the growth of ad- 
vancement of pharmaceutical research and progress in medical 
treatment.” 

Such action, no doubt, would not only retard pharmaceutical 
research, but impede the outstanding progress being made in 
medical treatment. 

C. B. 

Director of Sales ¢> Marketing 
Sharp & Dohme 
Philadelphia, Pa. 


Dear Mr. Cahal: 

This will acknowledge receipt of the 100 reprints of ‘Should 
the Physician, When Writing Prescriptions, Use Trade or 
Generic Names?” Your prompt cooperation in supplying these 
reprints was greatly appreciated. We used them in connection 
with a pharmacy seminar on March 8. 

W. Ciark 

Dean, College of Pharmacy 
The University of Oklahoma 
Norman, Okla. 


Impressed! 


Dear Sirs: 

May I take this opportunity to express my gratitude for the 
thoughtfulness and many acts of kindness by you and your staff 
which made my appearance at the Assembly a memorable 
occasion. 


Ryze A. RapkE, M.D. 
Everett, Wash. 


Dear Sirs: 

Just a note of thanks for the many courtesies during the 
Assembly. I was cared for in every way by the hotel, your staff 
and Dr. Miller, representing the Hospitality Committee. The 
projection equipment was excellent, the meetings went on time 
—in fact, this is the best organized meeting I have ever attended. 


New. tn F. Paxson, M.D. 
Philadelphia, Pa. 


Dear Sirs: 
I want you to know I enjoyed the meeting very much and 
consider it quite an honor to have been asked to participate. 


Neat OwEns, M.D. 
New Orleans, La. 


Dear Sirs: 
Your meeting was a very enjoyable one. I was very much im- 


pressed and was sorry I could not spend more time with you. 


Irvine H. 
Philadelphia, Pa. 


Dear Sirs: 
Thank you very much for the hospitality shown me at the 
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job. 
St. Louis, Mo. 


meeting in Washington. I shall always remember the courtesies 
extended by members of the Academy. 


Joseru A. Hepp, M.p. 
Pittsburgh, Pa. 


Dear Sirs: 

I thoroughly enjoyed my attendance at the meeting and think 
those who were responsible for organizing it did an outstanding 
j Wa. J. HarrincTon, M.D. 


Dear Sirs: 

It is unusual to find such efficiency and considerate attention 
given to the details of preparation in a meeting. The more I 
learn about the Academy, the more impressed I am by its far- 
sighted, comprehensive policy, and the more admiring I am of 
the high level of scientific content of both the Assembly and your 
magazine, GP. 


Maset Ross, M.D. 
New York, N. Y. 


For the Record 


Dear Sirs: 

It has afforded me great pleasure and satisfaction to belong 
to the American Academy of General Practice. The organization 
has enjoyed tremendous success and achieved a position of pres- 
tige in American medicine, and the magazine GP is outstanding 
in its field. 

Enclosed herewith is a list of my postgraduate study and an 
annual payment on my building fund contribution. 


Haro L. FREEDMAN, M.D. 
Albuquerque, N. M. 


| 
4 
| 
HAS BEEN || 
4G TEMPORARILY | 
INTERRUPTED | 
| 
| 
25 


BONADOXIN 


stop infantile colic... 


in hours 


without barbiturates 
without belladonna 


@ Chicago 11, Illinois 


1. Dougan, H. T.: Bonadoxin Drops: an effective oral therapy for infant colic & pylorospasm. Journal-Lancet (May) 1956. In press. 
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microcytic anemia 


‘ 

> 

‘ 


one of the many anemias which can 
be effectively treated with + 
* 


Nine out of 10 treatable anemias respond 
to PERIHEMIN. Its potent formula 
includes every known hemopoietic 
agent, including Purifitd Intrinsic 
Factor Concentrate. With this single 
product, you provide complete anemia 
therapy in a form convenient for 
the patient. 


Dosage: one capsule, t.i.d. 
Each capsule contains: 


Vitamin Bi2 with Factor 
Concentrate, USP. Oral Unit Wied secied capeules 


Vitamin Bi: (additional)... 5 mcgm. (a Lederle exclusive !) for more 


Ferrous Sulfate (Exsiccated . 192 mg. 
) rapid and complete absorption ! 
Ascorbic Acid (C) 
Insoluble Liver Fraction. . 
PERIHEMIN JR 
are approximately one-quarter the 
potency of this formula. 


LEDERLE LABORATORIES DIVISION amenscaw Cyanamid company PEARL RIVER, NEW YORK Ledente ) 


U.S. PAT. OFF. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


George S. Klump, M.D. 
At the AMA sessions he'll chair a committee . . . 


AAGP memBer George Swartz Klump of Williamsport, Pa., was 
recently named chairman of the AMA Committee on General 
Practice Prior to Specialization, succeeding Dr. A. C. Scott who 
died a few weeks after his February appointment. Dr. Klump, long 
a leader in state and national medical affairs, received tremendous 
acclaim following the June, 1954, AMA sessions, when, as chair- 
man of the Reference Committee on Legislation and Public Rela- 
tions, he directed with courage, diplomacy and distinction the 
handling of resolutions criticizing Dr. Paul Hawley’s articles on 
undesirable medical practices. Since then, Dr. Klump has served 
as chairman of the AMA’s Ad Hoc Committee on Internships, 
whose two progress reports resulted in the revised “Essentials of 
an Approved Internship.” At home, Dr. Klump has been active in 
church and civic affairs, received the Pennsylvania Public Health 
Association Award of Merit in 1950. Dr. Klump is the son and 
grandnephew of physicians. 


Wendell C. Stover, M.D. 
hell file a report... 


AS CHAIRMAN OF THE AMA’s Committee to Review the Functions 
of the Joint Commission on Accreditation of Hospitals, Dr. Stover 
may submit to the House of Delegates the most controversial re- 
port it will deal with at its June Chicago meeting. In its three 
brief years of existence, the JCAH has been under constant attack 
from various segments of the medical population as it has worked 
to determine the type and quality of medical practice within hos- 
pitals. Chief complaint has been that commission rulings have 
been too restrictive, have failed to consider local conditions. At 
the 1955 Atlantic City meetings, the committee to study the com- 
mission was established, and Dr. Stover named chairman by 
Speaker Vincent Askey. Dr. Stover, a general practitioner in Boon- 
ville, Ind., and a member of the AAGP, has served five years as 
AMA delegate from Indiana. A Hoosier by birth as well as by 
conviction and medical training, Dr. Stover took all his degrees 
at Indiana University, interned at Indianapolis City Hospital. 
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E. Vincent Askey, M.D. 
... hell call the turns... 


WIELDING THE GAVEL at the 105th session of the Ameri- 
can Medical Association June 11-15 at Chicago’s Pal- 
mer House will be Los Angelean E. Vincent Askey, 
doing his usual quietly competent job as speaker of the 
House of Delegates. Dr. Askey began serving the 
House of Delegates in 1944 as a California member, has 
functioned in that capacity ever since, was elected vice 
speaker in June, 1952, and chosen speaker in 1955. 
His re-election to that important post is expected at 
this meeting. Able Dr. Askey is a Pennsylvanian, born 
and bred. His home town is Sligo, Pa., and he attended 
Allegheny College and the University of Pennsylvania 
Medical School. Following internship and residency in 
Philadelphia, Dr. Askey became a licentiate in Wash- 
ington and California, has practiced surgery in Los 
Angeles since 1924. He is a Fellow of the American 
College of Surgeons and serves on the surgical staff of 
St. Vincent’s Hospital, Los Angeles. Dr. Askey has 
been extremely active in Los Angeles County and 
California State Medical Associations, has served both 
as president. For four years he was vice speaker and 
speaker of the California Medical Association’s House 
of Delegates, a fine proving ground for his present 
national post. For six years, (1937-1943) he served 
his community as a member of the Los Angeles Board 
of Education. 
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On the Calendar 
Academy chapter meetings and postgraduate courses, as 
well as cther medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


* Classified by the Commission on Education as acceptable 


for postgraduate study credits under Category I. 


*Jun. 15. Maine chapter and Maine General Hospital, 
course in renal colic, Portland. 

*Jun. 18, Cook County Graduate School of Medicine, two- 
week course in pediatrics on neurological diseas- 
es, Chicago. 

*Jun. 18. Cook County Graduate School of Medicine, two- 
week intensive course in gynecology, Chicago. 

Jun. 18-20. American Neurological Association, mecting, 
Atlantic City. 

*Jun. 21-23. University of Florida, et. al, seminar on 
gastroenterology, George Washington Hotel, 
Jacksonville. 

*Jun. 22-23. University of California, course in dermatol- 
ogy, Los Angeles. 

*Jun. 25-29. University of Florida, et. al, 24th annual 
graduate course, George Washington Hotel, 
Jacksonville. 

*Jun. 25-29. University of Pennsylvania, course on 
principles of rehabilitation, Rehabilitation Cen- 
ter, University Hospital, Philadelphia. 

Jun. 27-29. Children's Hospital, summer clinic on re- 
cent advances in treatment of the diseases of in- 
fants and children, Denver. 

*Jul. 2-31. College of Medical Evangelists, course on 

¢ diseases and injuries of bones and joints, Los 
Angeles. 

*Jul. 9-13, American Trudeav Society, Saranac Lake 
Medical Society and Adirondack Counties (New 
York) chapter, fifth annual symposium for general 
practitioners on tuberculosis, Saranac Lake, N. Y. 

*Jul. 9-21. Southern Pediatric Seminar, Saluda, N. C. 

Jul. 11-12. Colerade Division of the American Cancer 
Seciety and the Colorado State Medical Society, 
10th annual Rocky Mountain Cancer Con- 
ference, Denver. 

*Jul. 15. Virginia and West Virginia chapters, symposium, 
White Sulphur Springs, W. Va. 

* Jul. 25-27. University of Tennessee, course in abdominal 
surgery, Memphis. 

Aug. 12-23. Council on International Affairs of the College 
of Chest Physicians, fourth international congress 
on diseases of the chest, Cologne, Germany. 

Aug. 13-16, National Medical Association, inc., 6st 
annual meeting, Hotel New Yorker, New York 
City. 

Aug. 20-31. Public Health Service, et al, course of serol- 


ogy of syphilis, venereal disease research labora-_ 


tory, Chamblee, Ga. 

Sep. 3-5. American Association of Blood Banks, ninth 
annual meeting, Somerset Hotel, Boston. 

*Sep. 6-7. South Carolina chapter, eighth annual meeting, 
The Clemson House, Clemson. 

Sep. 9-14. American Congress of Physical Medicine and 
Rehabilitation, 34th annual scientific and clinical 
session, The Ambassador, Atlantic City. 

*Sep. 13-15. Oregon chapter, eighth annual meeting, Port- 
land. 
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Parenteral-like androgen effect without injection 


Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 

feel “tied” to your hypodermic needle. 

Fully as good results can be obtained with Metandren Linguets... 
for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 


Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


2/2275" 


iren Linguets 


CIBA 


SUMMIT, N. J- 
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Stay of Execution 


On Marcu 20, Vice President Nixon told more than 
2,000 doctors attending the Washington Assembly that 
disability insurance should be available to anyone who 
wants it—but that no one should be required to carry 
insurance he does not want or need. Two days later, 
HEW Secretary Folsom told the Senate Finance Com- 
mittee that he opposed OASI cash disability benefits. 
While the medical profession would do well not to sit 
on any self-bestowed laurels, it can take a modest 
_ amount of credit for at least momentarily halting the 
rapid advance of ill-considered social welfare legislation. 

GP has devoted many columns to myriad facets of 
HR 7225, cash OASI disability benefits, and the urgent 
need for a comprehensive review of the entire social 
security program. 

At the moment, there is no need to rehash issues 
previously discussed. However, a short review of HR 
7225's legislative history and the role played by the 
medical profession is in order. 

On June 17, 1955, the House Ways and Means Com- 
mittee, meeting in executive session, decided to write 
a committee bill for social security extension. A cash 
disability benefits program was among several provisions 
discussed. The bill was to go to the Rules Committee 
and then to the House floor for debate. In these early 
hours, the medical profession’s concern related largely 
to compulsory physician coverage. 

Three weeks later, on July 11, Representative Jere 
Cooper (D-Tenn.) introduced the bill (labeled HR 
7225). It was referred to Cooper’s own Ways and 
Means Committee. Before the bill was introduced, 
Cooper’s committee had voted not to hold public hear- 
ings. This topsy-turvy legislative procedure seems to 
indicate that the committee’s 72-page report had been 
written before the bill was introduced. By July 13, 
Cooper had decided to by-pass the Rules Committee. 
This group would normally decide how HR 7225 would 
reach the floor of the House. 
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On July 18, Cooper was able to get House consider- 
ation under a procedure that suspends the rules. This 
requires a two-thirds vote of approval. It also limits 
debate to 40 minutes and voids any opportunity to 
amend legislative proposals under consideration. 

At the end of 40 minutes, Representative Howard 
W. Smith (D-Va.), chairman of the by-passed Rules 
Committee, asked for a roll-call vote. The result was 
372 yeas and 31 nays (two representatives answered 
“present” and 29 did not vote). 

In short, less than a month after the House Ways and 
Means Committee’s executive session, the bill had been 
written, reported, introduced and overwhelmingly 
passed. There had been no public hearings. In a single 
week, it had been introduced, had circumvented the 
Rules Committee, been passed following a 40-minute 
debate, and been sent to the Senate Finance Com- 
mittee. Accelerated tactics gave members of the House 
little opportunity to read the 72-page Ways and Means 
Committee report. 

HR 7225 is hardly small-item legislation. Instead, it 
calls for new social security expenditures totaling $2 
billion a year. As reported, it did not include com- 
pulsory physician social security coverage. 

By this time, the medical profession’s concern had 
shifted to the bill’s cash disability benefits provision. 
If enacted, HR 7225 would permit social security par- 
ticipants who at age 50 are totally and permanently dis- 
abled, to collect social security benefits they would 
otherwise not receive until they reach the 65-year-old 
retirement age. 

The medical profession contends that disability de- 
termination is not an exact science and that such a plan 
would encourage malingering and put an unfair burden 
on the shoulders of every doctor. It further points out 
that the cost of such a program, impossible to predict, 
would most certainly be astronomic. The profession 
has also indicated a deep desire to witness the launch- 
ing of a comprehensive study of the rapidly expanding, 
21-year-old social security program. 
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On July 26, Mrs. Oveta Culp Hobby told Senator 
Harry F. Byrd’s (D-Va.) powerful Senate Finance Com- 
mittee that HR 7225 needed careful study. Mrs. Hobby 
had already submitted her resignation. This became 
effective July 31 and on August 1, President Eisen- 
hower swore in HEW Secretary Marion Folsom, a 61- 
year-old Georgia-born Republican who helped draft 
the original Social Security Act. Two days later, the 
first session of the 84th Congress adjourned and Senate 
Finance Committee hearings were postponed. The 
four-month break gave the medical profession and other 
groups opposed to certain HR 7225 provisions time to 
organize and plan. 

On January 3, 1956, Congress reconvened. It’s im- 
portant to remember that social welfare legislation has 
vote-pulling power and is especially important in an 
election year. 

Senate Finance Committee hearings opened on 
January 25. Senator Lyndon B. Johnson (D-Tex.) 
failed to appear (Johnson had predicted quick Senate 
approval of HR 7225). Highlights of the hearings 
during the first two weeks included: 

An American Farm Bureau Federation request that 
farmers be excluded from compulsory social security cov- 
erage. 

An Investors League, Inc., request that no action be 
taken on HR 7225 during an election year. 

An Amerwan Bar Association request for voluntary 
coverage under provisions similar to those that apply to 
the clergy. 

American Dental Association testimony requesting vol- 
untary coverage for members of the dental profession. 

During repeated requests for a voluntary coverage 
program, Senator and committee member Robert S. 
Kerr (D-Okla.) pointed out that a voluntary coverage 
program was impractical. Kerr added that although he 
and other members of the committee favored voluntary 
coverage for the self-employed, the Treasury Depart- 
ment; the Department of Health, Education, and Wel- 
fare; and the administration insist that social security 
is a compulsory system and that coverage cannot be 
voluntary. The issue regarding coverage seems to boil 
down to a choice between compulsory coverage and 
complete exclusion. 

On February 9, 12 physicians testified on HR 7225. 
These witnesses represented the American Academy 
of General Practice, seven state medical associations, 
and four specialty societies. Academy statements and 
testimony came from Dr. Cyrus W. Anderson, Denver, 
Colo., at that time Chairman of the Commission on 
Legislation and Public Policy; Dr. R. B. Robins, Cam- 
den, Ark., a past president of the Academy and a for- 
mer chairman of the commission; and Mac F. Cahal, 
the Academy’s executive secretary and general counsel. 
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Later, Drs. Malcom E. Phelps, El Reno, Okla., and 
now president-elect of the Academy; and Fount Ricli- 
ardson, Fayetteville, Ark., now chairman of the Acad- 
emy’s Board of Directors, testified for their respective 
state medical associations. Other medical witnesses 
included representatives of the American Medical As- 
sociation and the Association of American Physicians 
and Surgeons. 

Committee Chairman Byrd later pointed out that 
during his 23 years in the Senate, he had never listened 
to committee testimony that was better organized and 
more concisely presented. 

As indicated earlier, HEW Secretary Folsom has 
told the Senate Finance Committee that he opposes the 
cash disability benefits provision of HR 7225. More 
recently, Senator Lyndon Johnson has resigned from 
the Senate Finance Committee. Johnson, who appar- 
ently never attended hearings on HR 7225, may not 
want to fight, on the floor of the Senate, a committee of 
which he is a member. He still favors cash disability 
benefits. 

We can only speculate on the chances of the Senate 
enacting HR 7225 or an amended version of this con- 
troversial bill. It may die in committee. It may reach 
the floor and prompt a party-line debate. It’s not our 
purpose to second-guess Congress. 

However, the medical profession’s concerted attack 
on misty social welfare legisiation contains notes of 
encouragement. This review is simply intended to out- 
line and highlight the path followed by a legislative 
proposal. Of the many paths available, HR 7225 took 
one of the shorter routes. 

It seems only right to appear grateful for the stay of 
execution granted by Congress’ five-month adjourn- 
ment. This should perhaps serve to emphasize that 
action directed toward legislative proposals must be 
both immediate and effective. The burden cannot and 
should not be left on the shoulders of the Academy, 
the AMA and a few other active associations. Instead, 
it must be assumed by doctors of medicine in all fields 
and in all parts of the country. There must be vigor- 
ous, continuing campaigns designed to offset the pres- 
sures applied by groups who have interests, selfish and 
otherwise, that conflict with those of the American 
public and the medical profession. 


Undressed Surgical Wounds 


AS REPORTED IN THE Journal of the American Medical 
Association for February 18, 1956, Palumbo, Monnig 
and Wilkinson advocate an early undressing for clean 
surgical wounds of the thorax and abdomen. This 
recommendation is based on an experience with 222 
wounds (211 consecutive patients). One-half the 
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wounds were treated in a conventional way—gauze 
dressings kept in place with adhesive tape, changed 
as necessary until final removal in a week or ten days. 
In alternate cases, wounds were covered for only 24 
hours (or less). Thereafter they were fully exposed. 

Results were essentially the same in both groups of 
patients. The observers had the impression that the un- 
covered wounds healed faster and with less reaction. 
Neither patients nor their visitors minded the sight of 
an undressed wound. Only one patient complained of 
irritation of the skin suture material by pajamas or 
sheets. 

Having satisfied themselves that there is no risk in 
leaving a clean wound uncovered, Palumbo’s group 
now use this method routinely. As they see it, the 
chief advantage is in a saving of time and materials 
usually expended in redressings. As anyone who has 
worked on a busy surgical service knows, that’s no small 
economy. 

The authors take no credit for originality in their 
proposal. They call attention to the fact that surgeons 
have supported a policy of undressing, in writings 
published on a number of occasions since as long ago 
as 1920. These writings were based on experiments 
showing that “... fresh clean wound margins are 
sealed in a matter of hours following suturing; that 
the serum agglutination of the wound margins provides 
a favorable barrier to any outside contaminant. Also, 
that a wound of this type exposed to the air is less 
likely to become moist, which when this occurs is a 
nidus for debris and bacteria to accumulate under the 
surgical dressing.” 

It seems curious that a method so long and so re- 
peatedly tried and approved should not have been 
adopted generally. Perhaps this only shows that 
vaunted methods of communication are creakier than 
they seem. Or it may be that physicians are so im- 
pressed by the first half that they fail to note the second 
half of one of their favorite quotations: “Be not the 
first by whom the new is tried, nor yet the last to 
discard the old.” 


Communication 


SINCE HUMAN LIFE BEGAN, communication has been the 
most important thing in the World. In the finest 
sense, communication is man’s way of getting along 
with his fellow men. It should be evident that com- 
munication has failed in many ways. 

Physicians are in business partly to teach. Although 
not all of them seem aware of it, teaching is more than 
dispensing information. It is communication. 

Here’s the distinction: Dispensing information en- 
tails action only by the informant. Communication is 
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more than that; it also involves reaction by a recipient. 

There you have it: action and reaction. As teachers, 
physicians are interested in the whole process. How- 
ever, it must be agreed that the learner’s reaction is 
most important. According to moral principles, that 
reaction must be something good for the receiver and 
his fellows. When it isn’t, the results may be disastrous. 
For example: 

Once there was a physician who claimed he could 
cure cancer by giving injections of a compound of 
secret formula. He wrote about good results. He 
talked to patients about his methods. He even adver- 
tised his cure for cancer on the radio. A woman heard 
one of the radio broadcasts. She noticed a lump in one 
breast. She went to see the doctor. He told her she 
had come just in time and that she did indeed have a 
cancer of the breast. He gave her a series of injections. 
After the fifth or sixth treatment, she believed that the 
lump in her breast was smaller. And the doctor en- 
couraged her in that belief. Later she died of cancer of 
the breast. 

Knowing how humble most physicians are about 
their ability to cope with cancer, some people might 
argue that the woman in that story was at fault. As a 
receiver of information, she was too gullible. Maybe 
that’s partly so, but physicians must refuse that argu- 
ment. The source of trouble was the doctor—the 
sender of false information. 

There would be no trouble at all if every sender 
could say “yes” to one question: “In the light of ex- 
perience, reason, and God’s revelations, am I an 
honest man?” Few people can say an unqualified 
**ves.”” However, the closer a physician comes in all 
particulars to saying “yes,” the better. 

Honesty in its full sense does not countenance ig- 
norance. The man who talks dogmatically from in- 
adequate data cannot claim to be honest. However, 
to avoid belaboring that point, the question can be 
given a corollary: “Do I know?” 


Prediction of Sex of the Fetus 


Two sets of investigators reported independently in 
Science for March 30, 1956, that the sex of unborn 
babies can be ascertained by examining the cells of the 
amniotic fluid. After some of the fluid is aspirated with 
a syringe and needle, it is centrifuged and the sedi- 
ment is spread on a slide and stained. The cell nuclei 
are searched for a sex chromatin body—a dark-stain- 
ing little structure that lies along the nuclear mem- 
brane. 

Since the cells of the amniotic fluid are of fetal origin, 
it follows that they will have the characteristics of the 
fetus. If the baby is a boy, only 6 to 22 per cent of the 
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cell nuclei will be found to contain a sex chromatin 
body. For a girl baby, the numbers run much higher 
(42 to 71 per cent). 

Judging from experiences to date, this method will 
always work except when the amniotic fluid is con- 
taminated by the mother’s cells and except in the rare 
instance of an intersex. However, it seems safe to pre- 
dict that the method will not have much application 
in humans—too difficult and too dangerous just so 
people can know whether to buy pink or blue booties. 


Common Respiratory Diseases 


A NEW IMPETUS to the study of nonbacterial respiratory 
infections has resulted from the availability of chemo- 
therapeutic agents that are effective against many of 
the bacterial infections. Having made considerable 
gains in the control of bacterial diseases, it’s only nat- 
ural that scientists have developed stronger interest in 
the identification and management of the nonbacterial 
ones. This has led already to important advances in the 
field of virology. Thus, effective influenza vaccines 
have been developed. More recently, the group of un- 
differentiated respiratory disorders has been further 
reduced by identification of an entity—pharyngocon- 
junctival fever—due to the APC (for “adenoidal- 
pharyngeal-conjunctival”) or R-I (for “respiratory in- 
fection”) viruses. Vaccines have been produced against 
these viruses and are currently undergoing clinical 
trial. 

In large part, studies of respiratory illnesses are 
prompted solely by scientists’ curiosity. However, to 
the military forces, the control of these diseases has 
enormous practical importance. For example, at the 
MEND Symposium on Infectious Diseases at the Great 
Lakes Naval Training Center last February, Capt. John 
R. Seal (MC USN) reminded his audience that sick- 
ness is far mcre important than wounds as a cause for 
loss of manpower in time of war. During one of the 
years of World War II, Navy personnel experienced 
the astounding total of 5.8 million sick days. This was 
equivalent to the loss of about 16,000 men for that 
year. Highest in the list of causes of sickness were the 
common respiratory infections. 

Nor is the whole story told only in large numbers. 
The individual patient can be important too, especially 
in wartime. For example, Capt. Seal cited the problem 
that might arise if a severe respiratory disease were to 
develop in the commander of a submarine on war 
patrol. Here the illness of one person might effectively 
take the entire ship out of action because of the unique 
importance of the commander to the mission of his 
submarine. 

Of course, the military people are not the only ones 


72 


having a vital interest in reducing the numbers of com- 
mon respiratory illnesses. Industries, schools and 
many other agencies are similarly affected. Perhaps 
these agencies have less interest than the Navy in the 
illness of an individual. But there is one place where 
one person’s respiratory infection can be just as dam- 
aging as in a submarine. That’s in the home when 
Mother comes down with a cold. 


Uncle Wilfred 


One or Uncte Wirrep’s 81-year-old lady patients 
complained, “All my friends are always asking me 
about my blood pressure. I have to say my doctor 
doesn’t tell me what my blood pressure is.” 

Uncle Wilfred had a ready answer. “Madam,” he 
said, “for the information of your friends, your blood 
pressure is 130 over 70. Let me know sometime wheth- 
er your friends think this is good or bad.” 


PEOPLE WHO LIVE in places like Los Angeles, New York 
City and London have had immense practical experi- 
ence with air pollution. They already know much of 
what Drinker has to say in his review of the subject in 
the New England Journal of Medicine for March 1, 
1956. For people who live in other places where 
**smog”’ is a Hollywood funny word of obscure mean- 
ing, it may be later than they think. Air pollution, like 
love, can come to anyone, and its side effects range 
from annoying to deadly. 

{n a medical sense, air pollution implies physical 
damage to living organisms. There is another kind of 
pollution that Drinker recalls to mind with a quotation 
from Mark Twain, describing a small town in Italy— 
“The people here live in alleys two yards wide, which 
have a smell about them which is peculiar but not 
entertaining. It is well the alleys are not wider, because 
they hold as much smell now as a person can stand, 
and of course if they were wider they would hold more, 
and the people would die.” Although Mark Twain’s 
words vividly depict esthetic injury, the fact is that a 
bad smell never killed anybody. 

As Drinker discloses, air pollution is a result of 
man’s gregariousness and inventiveness. In crowded 
cities where all sorts of things are burned for all sorts 
of purposes, the air becomes charged with a variety of 
dirts, irritants and poisons. Fortunately, the injurious 
materials are light enough to float away as long as the 
air is somewhat turbulent. However, when the atmos- 
phere is stable and quiet—as it so often is in Los 
Angeles and London—people, animals and plants 
suffer. 


GP Volume XIII, Number 6 


4 
Smog 


For the most part, an atmosphere polluted with 
sulfides, ozone, fluorides or other noxious material is 
only irritating. Plants turn yellow, human eyes smart, 
cattle develop fluorosis (from eating vegetation that 
has picked up fluorine). Occasionally, however, the 
effects can be devastating. The outstanding example is 
the London disaster of 1952. There about 4,000 deaths 
resulted from a four-day “pea-souper.” 

When it comes to prevention of damage from air 
pollution, the prospects are not immediately encourag- 
ing. Londoners, having learned a harsh lesson in 1952, 
are supplied with simple masks and have been in- 
structed to stay indoors during periods of smog 
(especially those who are older or who have bronchitis, 
asthma or heart disease). They have been informed 
that ammonia fumes may somehow neutralize smog 
irritants, and Drinker implies that some London 


homes are equipped with an ammonia bottle having an 
adjustable wick. (He notes that a damp baby might 
also be effective.) Yet the Londoners have not removed 
the origin of their trouble—the prevailing method of 
heating by domestic open coal fires. 

**This country has not had any incidents to compare 
with London’s, but,” Drinker contends, “it would be 
folly not to take the eye smarting in Los Angeles and in 
the New York City and New Jersey areas as warnings 
and heed them.” 

But here, as in London, the public conscience has 
not been deeply stirred. For instance, in Los Angeles, 
however much they complain about smog, people are 
not deterred from crowding into the city. Nor do these 
people show any inclination to reduce their enormous 
consumption of gasoline and Diesel motor fuel—chief 
sources of irritants. 


“GUEST EDITORIAL 


Preparation for Disaster 


EVERY PHYSICIAN periodically works in the field of dis- 
aster medicine as a part of his daily life. 

Disaster medicine deals with the care of relatively 
large numbers of patients who have become sick or in- 
jured within a short space of time. Thus, an icy day 
with more fractures than cast rooms can handle, a food 
poisoning outbreak, fires, airplane crashes, and hurri- 
canes, to name a few, are instances when disaster pre- 
vails. The piéce de résistance among disasters, of 
course, would be an atomic war. 

In most disaster situations, surgical problems will 
be foremost. However, in time of disaster, diabetics will 
be injured, coronaries will occlude, babies will be born, 
infants will become ill, so that all facets of medical 
practice will be involved. A high degree of efficiency at 
the critical hour presumes some training in disaster 
medicine. Happily, this is beginning to occur in our 
medical schools. 

Several years ago a joint committee of the AMA 
Council on Medical Education and the Association of 
American Medical Colleges devised what is now known 
as the Medical Education for National Defense Pro- 
gram. Stated in its simplest terms, this program has for 
its objective, to better prepare the medical graduate 
for his role as a military physician, and as a civilian 
physician in time of disaster. 

Five pilot medical schools were selected originally. 
Because of the success enjoyed in these schools over a 
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three-year period, the program is now being expanded 
at a rate of ten new schools each year, with 25 schools 
now participating. 

The manner in which the program is handled is left 
to the discretion of the individual schools. There is a 
program coordinator in each school, who is a regular 
member of the faculty. There is also a national coordi- 
nator who is located in Washington, D. C. These men 
are mainly responsible for the success or failure of the 
project. 

Most of the schools have deliberately avoided any 
attempt to establish a separate department or course. 
Rather, the attempt has been to include a discussion of 
disaster medicine within the framework of existing cur- 
ricula. 

An example would be an anesthesiology depart- 
ment that teaches not only the principles of its highly 
developed specialty, but also points out the procedures 
of choice under primitive circumstances and in the 
hands of relatively unskilled personnel. 

The medical departments of the Army, Navy, and 
Air Force, have had the greatest experiences in the 
field of disaster medicine. These groups have made 
available their facilities and personnel to assist and 
augment the training provided by school faculties. 

The need for this kind of training is unquestioned. 
It is dificult to measure the success of MEND, but it 
is the firm conviction of those people working in the 
field that it is fulfilling a great need. 

—James E. FirzGEra.p, M.D. 
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A working knowledge of the pathologic physiology resulting 
from injuries to the chest and its contents is the most important 
single factor in their intelligent management. The physician 

must be aware of the special problems in the control of pain, shock 
and bleeding in the patient with thoracic trauma, as well as 

in the maintenance of a clear airway. The specific derangements 
to be coped with include: pneumothorax (open and closed) ; 
“*stove-in”’ chest (with paradoxical movement of the chest wall) ; 
hemothorax; “wet lung” syndrome, due to retained secretions; 
cardiac tamponade and its causes; chylothorax; subcutaneous and 
mediastinal emphysema; diaphragmatic rupture; and contusions 
and wounds of the heart, and other intrathoracic structures. 


Modern Concepts in the Management of Thoracic Trauma 


BY JOHN W. STRIEDER, M.D. 


Professor of Clinical Surgery, Boston University School of Medicine 


THE MECHANIZATION and high speed that characterize 
the mid-Twentieth Century is reflected in the increas- 
ing number of serious injuries resulting from travel in 
the automobile. Approximately 25 per cent of automo- 
bile injuries have, as a component of multiple injuries, 
trauma to the thorax. The general practitioner whose 
milieu is along one of the much-traveled highways of 
the United States frequently will administer the first 
therapy or carry on to its conclusion the treatment of a 
seriously injured patient whose chief problem results 
from violence to the thorax. 

The experience of thoracic surgeons in World War 
II has contributed greatly to better handling of pa- 
tients with penetrating and crushing wounds of the 
chest. Improvements in anesthesia, including intra- 
tracheal, regional and nerve block, and the advent of 
antibiotic therapy have contributed in large measure 
to the better management of trauma in general, and 
particularly of injuries to the thorax. However, a better 
concept of the pathologic physiology that transpires as 
a result of thoracic trauma has contributed more than 
any other single adjunct to the intelligent management 
of patients whose cardiorespiratory mechanisms have 
been seriously deranged. 

The steering wheel is an important agent in serious 
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thoracic trauma. The interruption of rapid forward 
momentum throws the driver’s thorax inevitably and 
inexorably upon this instrument of automotive travel. 
The purposes of this paper will be, first, to discuss 
the abnormal mechanisms that arise as a result of 
trauma to the chest, and second, to outline the im- 
mediate and late treatment of specific lesions. 


Abnormal Physiology 


CLOSED PNEUMOTHORAX 


Since the intrapleural pressure is normally less than 
atmospheric, any communication between the pleura 
and the outside air will result in the ingress of air into 
the pleural cavity (pneumothorax). If air enters the 
pleural cavity without a direct communication with 
atmospheric air through the chest wall, it is considered, 
by definition, a closed pneumothorax. The routes by 
which air may enter the pleural cavity without a com- 
munication through the chest wall are leakage of air 
from the perforated or ruptured lung, or leakage of air 
from a lacerated bronchus. 

Air also may enter the pleural cavity as a result of a 
tear in the esophagus. Closed pneumothorax may re- 
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Figure 1. Tension Pneumothorax. This figure illustrates diagram- 
matically two mechanisms of tension pneumothorax. “Closed” ten- 
sion pneumothorax occurs as a result of a rupture of the lung, and 
air may escape into the pleural cavity on inspiration. Note also that 
tension pneumothorax may occur with “open” pneumothorax if there 
ts a valvular type of opening through the chest wall to the outside air. 
Note compression of the contralateral lung and interference with 
venous return to the heart through the venae cavae. 


sult from nonpenetrating injuries, by tear or rupture of 
these viscera. Closed pneumothorax may also result 
from penetrating injuries, in which case the anatomic 
structures previously mentioned are injured by knife 
or projectile, but the route of the air entering the 
pleural cavity is not primarily through the wound in 
the chest wall. 

A certain amount of pneumothorax is well tolerated. 
In a person who has normal pulmonary function, the 
pneumothorax may be fairly extensive, in that there 
may be complete collapse of one lung and even mod- 
erate displacement of the mediastinum with resulting 
partial compression of the contralateral lung. 

If a valvular type of mechanism is present, so that 
air enters the pleural cavity on inspiration but cannot 
escape on expiration, the intrapleural pressure rises. 
If the mediastinum is normally labile, the mediastinum 
is displaced to the unaffected side, with resulting com- 
pression of the lung on that side. The result is addi- 
tional loss of pulmonary volume and, if the chain of 
events is uninterrupted, the patient will die of asphyx- 
ia, since his lung volume will be reduced to a point 
where, no matter how hard he breathes, he cannot take 
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in enough air to maintain life (Figure 1). In addition, 
tension pneumothorax, the result of this valve mechan- 
ism, impedes the return of blood to the right side of tiie 
heart, so that cardiac output is seriously reduced. 
Under these circumstances, the only definitive treat- 
ment is decompression of the tension pneumothorax. 


This will be discussed later. 


Open PNEUMOTHORAX 


In contradistinction to ‘closed’? pneumothorax, 
‘open’ pneumothorax results when there is a free 
communication between the outside air and the pleu- 
ral cavity by means of a wound in the thoracic wall 
(Figure 2). The character of this communication may 
vary. There may be a small wound of the “sucking” 
variety which will result in a tension pneumothorax if 
air is pulled into the pleural cavity on inspiration and 
does not escape at the same rate on expiration. This is 
likely to be the case since the effort of inspiration is 
more powerful than that of expiration (Figure 1). Or 
there may be a wide-open communication resulting 
from the loss of substance of the thoracic wall usually 
by a tearing force that incises and at the same time 
avulses. 

With a wide-open wound, in addition to collapse of 
the lung on the affected side, the to-and-fro character 
of the movement of air into and out of the pleural 
cavity with each respiration produces the added com- 
plication of “pendulum movement” of the mediastinum, 
or “mediastinal flutter,” if the mediastinum is nor- 
mally labile. Thus, on inspiration the mediastinum 
shifts toward the unaffected side and on expiration, 
toward the affected side. The patient responds by in- 
creasing the rate and amplitude of his respirations in 
an effort to build up sufficient negative pressure so 
that the collapsed lung may have an opportunity to 
function (Figure 2). 

Mediastinal flutter has a serious effect on the circu- 
lation, because it interferes with the normal venous 
return to the heart. In addition, there may be serious 
interference with the intrinsic and extrinsic nervous 
regulators of the heart rate and rhythm. If open 
pneumothorax with mediastinal flutter persists, circu- 
latory failure combined with inefficient ventilation will 
result fairly rapidly in death. The immediate treatment 
is to close the opening in the chest wall by whatever 
means is at hand, as described later. 


**STOVE-IN’’ CHEST 


Closed crush injuries of the thorax vary in severity 
from simple rib fractures caused by a direct blow to 
the chest wall, to multiple rib fractures, or multiple 
fractures of each of several ribs at times including 
fracture and mobilization of the sternum. 
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This “stoving-in” of part of the chest wall is serious 
and is associated with a high mortality. The major 
abnormal mechanisms reducing the respiratory re- 
serve are “paradoxical movement” of the chest wall, 
which interrupts the efficiency of the chest bellows; 
severe pain arising from the movement of fractured 
ribs, which further impairs efforts to increase the 
respiratory effort; and copious tracheobronchial secre- 
tions which may result from the immediate paren- 
chymal injury of the bronchi or lung, or may develop 
later in the “‘wet-lung” syndrome. 

The movement of what amounts to a decostalized 
portion of the chest wall is paradoxical in relation to 
the normal excursions of the remainder of the thoracic 
cage. Breathing is rapid and is associated with great 
pain as well as apprehension. There is cyanosis and 
hyperpnea. 

In addition, the paradoxical movement of the chest 
wall is transmitted to the mediastinum, so that there is 
a degree of mediastinal flutter, together with “in- 
breathing” or paradoxical breathing (Figure 3). As- 
sociated with this injury there may be pneumothorax, 
either simple or tension, with or without hemothorax. 
Immediate stabilization of the chest wall by a rigid 
dressing or traction is mandatory (Figure 4). 


Figure 2. Open Pneumothorax and Mediastinal Flutter. Note free 
communication with the outside air in the middle drawing. On in- 
spiration the mediastinum shifts toward the unaffected side and, as 
noted by the arrows, air rushes into the pleural cavity. Air may enter 
the unaffected lung through the trachea, but the collapsed lung can 
take little or no air. On expiration the reverse is true, with the medi- 
astinum swinging back toward the midline and air escaping through 
the thoracic wound. Air also can leave the normal lung on expira- 
tion, but the collapsed lung contributes very little to either phase of 
respiration. 
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HEMOTHORAX 


Bleeding within the pleural cavity may result from 
a penetrating injury, as when a knife or a missile 
wounds the lung or injures a blood vessel of the chest 
wall or mediastinum. It may result also from a non- 
penetrating, crushing type of injury with laceration of 
the lung or actual tear of an intercostal vessel associ- 
ated with a fractured rib. In addition, compressive 
force may result in rupture of one of the chambers of 
the heart or of a great vessel. Such ruptures also may 
result from shear, in the event that two opposing 
forces react at the proper time. 

When bleeding within the pleural cavity occurs 
without pneumothorax, as it may do, the general 
symptoms are those of concealed hemorrhage. The 
patient may lose up to a liter of blood within the pleu- 
ral cavity without manifesting any marked respiratory 
distress. However, he will exhibit the signs of bleeding, 
which include rapid pulse, falling blood pressure, 
pallor and restlessness. It is possible for an individual 
with a large respiratory reserve to die from hemorrhage 
into the pleural cavity without exhibiting marked 
signs of respiratory distress. However, when a con- 
siderable effusion of blood into the pleural cavity does 
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Figure 3. ‘‘Stove-in”” Chest. This illustrates the mechanism of para- 
doxical motion of the chest wall when there are multiple rib frac- 
tures. On inspiration the softened portion of the chest wall moves in- 
ward, out of step with the rest of the chest wall. When the unaffected 
lung inspires, that portion of the lung underlying the defect expires 
and there is “cross-breathing” or “in-breathing.” The mediastinum 
also shifts toward the unaffected side. On expiration the reverse is 
true, as indicated by the arrows. 


Figure 4. This illustrates diagrammatically a method by which the 
stove-in portion of the chest wall may be stabilized. Other methods 
include rigid dressings such as plaster of Paris. 


occur, there is usually some mediastinal displacement. 
compression of the lung on the affected side and. 
secondarily, some compression of the contralatera! 
lung as the mediastinum shifts. This loss in lung 
volume complements the loss in oxygen-carrying 
capacity of the blood due to hemorrhage, and a vicious 
circle is set up resulting in dyspnea and cyanosis. 


**WET-LUNG”’ SYNDROME 


Almost every major thoracic injury has associated 
with it the so-called ‘“wet-lung.” This phenomenon is 
the result of several factors. These include increased 
secretions, possibly due to a vagal mechanism; retained 
blood in the tracheobronchial tree; and inability to 
raise secretions, because of pain or ineffectual cough 
due to the mechanical effects of the injury. Thus there 
is an impaired airway, which adds to the difficulty of 
blood oxygenation already present because of hemor- 
rhage and pneumothorax. Atelectasis of a lung, a lobe 
or segments of a lobe, which further contributes to 
oxygen unsaturation of the blood and inability to 
ventilate properly, may complicate the picture. It is 
of great importance to clear the airway by intratracheal 
suction or by other means that will be discussed 
subsequently. 


CarpiAc TAMPONADE 


When there is sudden extravasation of blood into 
the pericardium, the result of rupture or wound of a 
chamber of the heart or great vessel within the peri- 
cardium, a classical clinical picture occurs. The heart 
is compressed by the sudden increase in pressure 
within the pericardial sac. There is consequent reduc- 
tion of cardiac output because of interference with 
inflow into the heart. The patient exhibits cyanosis and 
dyspnea and may show fullness of the neck veins due 
to the increase in venous pressure, although this latter 
may frequently not be observable. The pulse pressure 
becomes small, the blood pressure falls, and the pa- 
tient may lose consciousness from cerebral anoxia 
secondary to the reduced cardiac output. Occasion- 
ally, with diminished cerebral oxygenation, the patient 
exhibits manic symptoms prior to lapsing into uncon- 
sciousness. This may be a fatal situation and must be 
relieved by decompression of the pericardium, either 
by pericardiocentesis or operation. 


TRAUMATIC CHYLOTHORAX 


Relatively simple injuries, particularly those as- 
sociated with stretching or twisting, occasionally may 
result in chylothorax. Chylothorax may have a rela- 
tively delayed onset and may first be noted when 
dyspnea and the physical signs of a pleural effusion 
occur. Aspiration of the effusion reveals the presence of 
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chyle. Treatment is indicated not only to relieve the 
patient of dyspnea, but also to prevent the continued 
loss of chyle, which would result in serious inanition 


and death. 


SUBCUTANEOUS EMPHYSEMA 


Air in the tissue planes and under the skin is a 
common accompaniment of almost all penetrating or 
perforating pulmonary injuries and of many nonpene- 
trating or crush injuries. It is due to the escape of air 
from the pleural cavity into the subcutaneous tissues 
or into the muscle planes. The air may accumulate in 
large quantities. Although the appearance of the pa- 
tient may be alarming, subcutaneous emphysema is a 
safety valve which may be lifesaving, since it results in 
decompression of the pleural cavity and permits the 
vital functions to be carried on with relative freedom 
from the impedance of tension pneumothorax. 

The air may trek long distances, so that there may 
be tympani on the top of the scalp and at the tips of the 
fingers. The penis and scrotum may be markedly en- 
larged, and the air may extend all the way down the 
legs. 

When there is complete pleural symphysis due to 
pre-existing adhesions, there may be extensive sub- 
cutaneous emphysema with no evidence of pneumo- 
thorax. 

As mentioned above, subcutaneous emphysema of 
itself is not a serious complication, but the underly- 
ing problem must be recognized and treated appro- 
priately. 


MEDIASTINAL EMPHYSEMA 


In contradistinction to subcutaneous emphysema, 
mediastinal emphysema is a serious complication. It 
results from the dissection of air along the pulmonary 
vessels into the mediastinum and up into the neck. If 
this occurs in any considerable amount, it will result 
in compression of the mediastinal vessels and in serious 
impairment of venous return to the heart. This is 
associated with cyanosis of the upper extremities, head, 
neck and upper thorax. It may be accompanied by 
unconsciousness, because of impairment of venous re- 
turn and associated punctate cerebral hemorrhages. 
Subconjunctival hemorrhages caused by the same 
mechanism are seen later. 

When mediastinal emphysema is severe, one should 
think of rupture of the trachea or an intramediastinal 
portion of a bronchus. When extensive subcutaneous 
emphysema and mediastinal emphysema occur simul- 
taneously, the former tends to obscure the latter. The 
physician should remember that subcutaneous emphy- 
sema of itself is rarely a cause of circulatory or respira- 
tory embarrassment. Mediastinal emphysema calls for 
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prompt decompression by a collar incision and superior 
mediastinotomy. 


Treatment 


GENERAL CONSIDERATIONS 


Shock. The treatment of shock associated with 
thoracic injury does not differ from the treatment of 
shock associated with trauma involving any other part 
of the body. However, the physician should satisfy him- 
self completely that the shock is not due to concealed 
bleeding within the thorax, and that abnormal mobility 
of the thorax is not contributing mechanically to im- 
pairment of circulatory dynamics. If the physician can 
clarify these points and make sure that there is an 
adequate airway, then the treatment of shock should 
be along conventional lines. 

Pain. The control of pain that accompanies thoracic 
trauma frequently demands painstaking exercise of 
judgment. Narcotics must not be used to such an ex- 
tent that the cough reflex is seriously impaired, with 
the resultant retention of bronchial secretions. To 
that end, therefore, it is my policy to use meperidine 
(Demerol) for pain. 

If this does not suffice, it is necessary to use mor- 
phine or its derivatives. These are used in very sparing 
doses and are never given “by the clock.” The patient 


Figure 5. Sketch showing the position of the needle during intercostal 
nerve block. The point is inserted so as to come into the subcostal 
groove in relation to the intercostal nerve which is the most inferior 
structure in the intercostal bundle. Care should be taken to ascertain 
that the needle is not in one of the intercostal vessels. Deposition of 
the anesthetic agent in this region usually results in a satisfactory 
block. 


79 


a 
inser tion ( Qi, 
of ongie of ribs 4G 
= 


Figure 6. Diagrammatic representation of the method of introduction 
of the catheter into the trachea for intratracheal catheter suction. 
With the catheter already through the nose, the tongue is pulled for- 
ward with the left hand and the patient urged to cough, at which 
time the catheter is advanced rapidly through the glottic chink using 
the right hand. With a little practice this can be carried out success- 
fully in almost all cases. Attending nurses can be trained in the 
technique. 


is watched carefully to make certain that there is not 
undue depression of his cough reflex. It is all too com- 


mon to see patients who have been given liberal doses 
of morphine “‘by the clock” exhibiting what has now 
become almost a classical syndrome—cyanosis, de- 
pressed respiration and marked retention of secretions, 
with obstruction of the airway. This is particularly 
true in older people who are apt to have emphysema 
with associated chronic bronchitis, or in individuals 
who may have recently had some acute bronchitis from 
which they are recovering. Under these circumstances, 
the situation is not unlike that of the “wet lung” and 
requires prompt attention to the toilet of the bronchial 
tree. 

Usually the most efficacious method of controlling 
pain due to localized trauma, such as multiple frac- 
tures, is actually blocking the intercostal nerves with 
an anesthetic agent. 

It is my practice to raise a wheal of 2 per cent pro- 
caine over each of the intercostal nerves to be blocked, 
at approximately the angle of the ribs. An 18-gauge 
needle is carefully advanced to the subcostal groove, 
and 3 to 6 cc. of 2 per cent procaine is introduced 
(Figure 5). If this relieves pain immediately, 2.5 to 3 
cc. of Nupercaine in oil is usually introduced through 
the same needle into the same area. It is frequently 
helpful if the patient complains of “electric shock” 
pain along the intercostal nerve at the time the needle 
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is introduced. This sensation on the part of the patient 
assures the operator that the needle is in relation to 
the intercostal nerve. The likelihood of a successful 
block is greater when this sensation is reported, but it 
is not essential in order to produce a successful block. 

Occasionally, infiltration of 2 per cent procaine 
directly into the site of the fracture, if it be a single rib 
fracture, suffices to relieve the pain for a protracted 
period of time. The length of time one may expect 
anesthesia of this type to last varies from a half-hour to 
several days, and the injection may have to be re- 
peated at fairly frequent intervals early in the patient’s 
convalescence. 

Airway. It is of primary importance to make sure 
that the patient’s airway is clear at all times. Retained 
secretions, from bleeding or from pre-existing bron- 
chitis or from traumatic “wet lung,” constitute the 
primary cause of impaired airway. If the patient is 
unable to cough effectively after intercostal nerve 
block and support of a flail-like portion of the chest 
wall with suitable dressings, recourse should be had 
promptly to intratracheal catheter suction. A #16 
urethral catheter is passed through the nose into the 
larynx (Figure 6). This should be undertaken at fre- 
quent intervals as long as the patient is unable to 
cough efficiently and as long as the method itself is 
effective in clearing the tracheobronchial tree. If this 
method fails, recourse must be had to bronchoscopy, 
which may be repeated daily for a few days. 

If frequent bronchoscopy is necessary, the patient 
probably should have tracheostomy in order to permit 
easy aspiration of tracheobronchial secretions. In addi- 
tion, tracheostomy, by reducing the resistance to the 
ingress and egress of air to the lung, and by diminish- 
ing the dead space, improves utilization of the tidal air 
and thus may diminish the paradoxical movement of a 
flail-like chest wall. 

Hemoptysis. Bleeding from the lungs in greater or 
lesser amounts into the tracheobronchial tree almost 
always accompanies severe thoracic trauma. Even when 
thoracic trauma is quite mild, there may be expectora- 
tion of blood if, for example, a small spicule of rib has 
perforated the lung parenchyma. 

Blood-spitting is always an alarming symptom, both 
to the patient and to the physician. Fortunately in 
most instances, except where the trauma has been 
severe, as in the case of a wound of a major vessel, 
hemoptysis of itself is rarely fatal nor does it neces- 
sarily suggest a poor prognosis. When death ensues in 
the presence of brisk hemoptysis, it is most often due 
to asphyxia, because of the inability of the patient to rid 
his tracheobronchial tree of copious amounts of blood. 
It is rarely due to the blood loss itself. Under these 
circumstances, therefore, it is of great importance to 
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make certain that the patient is able to clear his tracheo- 
bronchial tree. If he is unable to do so by himself, it 
must be done for him either by tracheal aspiration or 
by bronchoscopy. Tracheostomy may permit greater 
facility for removal of blood by aspiration. If the 
hemoptysis is a result of perforation or laceration of the 
pulmonary parenchyma, one may expect that it will 
stop spontaneously within a relatively short period of 
time, usually within 24 hours, and no specific therapy 
need be directed at this particular aspect of the trauma. 

Under unusual circumstances, there may be wound- 
ing of a large pulmonary vessel in close relationship to 
a wound of a major bronchus. This results in the 
prompt flooding of the tracheobronchial tree. In most 
instances, this type of lesion is fatal within a few 
minutes to hours, unless the bleeding vessel can be 
brought under control. These patients usually do not 
survive, however, until they can be brought to surgery, 
or in fact to the hospital. Bleeding of this character is 
almost invariably associated with rapidly progressing 
hemothorax and all of the associated signs of con- 
cealed hemorrhage of serious nature. It may be as- 
sociated with a badly traumatized lobe or lung, with 
fragmentation and wounding of large vessels, not neces- 
sarily hilar vessels. If such hemothorax is progressive, 
thoracotomy is necessary. Control of the hemoptysis 
will follow the definitive treatment of the badly wounded 
lung or blood vessel. 

After penetrating or perforating wounds, particularly 
gunshot wounds, there is an associated hematoma of 
the pulmonary parenchyma, which may result in the 
expectoration of blood over a period of several days 
up to two weeks. During that time, the character of the 
blood expectorated changes, so that it is obvious that 
the patient is evacuating his hematoma. As the amount 
of blood diminishes, it becomes more altered so that 
the patient may be spitting up old blood clots or 
chocolate-colored material at the end of about a week. 
Usually this requires no special treatment, except that 
the patient should be on adequate antibiotic therapy 
inorder to prevent secondary infection of the hematoma. 

Hemothorax. The accumulation of blood in the 
pleural cavity is commonly associated with thoracic 
injury, as noted above. Its management may be divided 
into two phases: early and late. 

If, when first seen, the patient has respiratory 
embarrassment due to the hemothorax, aspiration of the 
blood by thoracentesis should be undertaken at once. 
During this time, the patient will receive blood if in- 
dicated, or, if he is not in shock, he will be observed 
for concealed bleeding, as manifested by the systemic 
signs. He will also be observed for the slow reaccumula- 
tion of blood within the pleural cavity as indicated by 
physical and roentgenographic signs. If reaccumulation 
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is apparent and does not subside after transfusion with 
one or two units of blood, the patient should be con- 
sidered for thoracotomy to seek out and control the 
source of his hemorrhage. 

If the patient is not embarrassed by the hemothorax, 
or if after one or two aspirations, blood no longer 
accumulates, no further aspirations need be done for 
24 to 48 hours, or until the patient’s condition has 
stabilized. The tamponing effect of the blood within the 
pleural cavity permits active bleeding to be arrested, 
particularly when it occurs from lacerations of the 
pulmonary parenchyma. It is then desirable to evacuate 
the blood from the pleural cavity by thoracentesis as 
promptly as possible. Usually aspiration is begun with- 
in 24 hours. Five hundred cc. or more is removed at 
each thoracentesis until the pleural cavity is empty. 

Clotting may occur early and requires special con- 
sideration as to the type of therapy. Streptokinase and 
streptodornase may be introduced into the clotted 
hemothorax to bring about lysis of fibrin and to 
liquefy any coarse sediment that may be present. 
Delay in removal of clotted hemothorax may result in 
the formation of a fibrous cortex that encases the lung. 
This prevents re-expansion and seriously interferes 
with pulmonary function unless it is removed by 
decortication. Moreover, clotted hemothorax is an 
extremely favorable medium for the growth of organ- 
isms. When infected hemothorax supervenes, it must 
be treated as empyema. 

The use of streptokinase and streptodornase should 
be undertaken with a certain degree of caution and 
should not be delayed too long. Streptokinase is not 
effective against organized fibrous tissue, and there may 
be considerable variation in response to the therapy, 
depending upon the concentration of the enzyme used 
and the antienzyme titer which develops fairly rapidly 
in the substrate. The enzymes may provoke a febrile 
response on the part of the patient. 

If the drug is successful in lysing the clotted hemo- 
thorax, there will be a considerable transudation of 
fluid into the pleural cavity because of the change in 
the physical character of the blood from solid to liquid, 
with a resultant alteration in osmotic pressure. Some 
surgeons have preferred to introduce an intercostal 
catheter in order to drain off the fluid which accumu- 
lates following the use of these enzymes. However, it 
has been my practice to aspirate with a needle at the 
end of about eight to 24 hours after the introduction 
of the enzymes into the hemothorax space. 

Inasmuch as any or all of the abnormal mechanisms 
noted previously may occur in the same patient, for 
the purposes of this discussion, it seems appropriate 
to discuss them in connection with nonpenetrating or 
penetrating injuries. 
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NONPENETRATING INJURIES 


Direct trauma to the chest wall may result in closed 
or crush injuries, varying in severity from simple frac- 
ture of a single rib to multiple fractures of several :ibs 
resulting in the “‘stove-in” chest syndrome and asso- 
ciated with intrathoracic damage of greater or lesser 
degree. There may be gross paradoxical movement of 
the flail-like portion of the chest wall, with marked im- 
pairment of normal thoracic dynamics. There may be 
gross hemothorax, contusion and laceration of the 
lung, closed pneumothorax, emphysema of the chest 
wall, and possibly mediastinal emphysema. Crush in- 
juries may result in rupture of a major artery in the 
mediastinum or rupture of the heart. Rupture of a ma- 
jor bronchus with a severe degree of rapidly fatal ten- 
sion pneumothorax may result from crush injuries. If 
the patient survives the immediate injury, late stricture 
of the bronchus will result in atelectasis and pulmonary 
infection. One should also consider the likelihood of 
traumatic rupture of the diaphragm with herniation of 
a portion of the abdominal contents into the pleural 
cavity on the side of rupture, usually the left. 

One cannot emphasize too strongly the importance 
of removing such an injured person to a hospital where 
adequate roentgenographic studies of the chest can be 
made. Although, with a thorough knowledge of pul- 
monary and thoracic dynamics, one can usually arrive 
at a fairly accurate estimate of what has transpired as 
the result of injury, such inferential reasoning is, at 
best, unsatisfactory. One works more or less in the 
dark without the benefit of x-ray. 

Stabilization of the Chest Wall. If there is marked 
paradoxical movement of the chest wall, every effort 
should be made to stabilize it in order to restore the 
normal dynamics. Simple measures, such as applying a 
rigid dressing consisting of tongue depressors in ad- 
hesive at right angles to the ribs, may suffice. Other 
patients may require the application of plaster of Paris 
bandage. This is particularly effective in individuals 
with hairy chests, since the plaster incorporates the 
hair and fixes the chest wall to the rigid dressing. Plas- 
ter casts should not be completely circumferential, but 
should overlap the “decostalized” paradoxical portion 
of the chest wall by a wide margin. If, after blocking 
intercostal nerves, the patient can be induced to lie on 
the area that is paradoxical, the weight of the body will 
help to bring about stabilization. 

However, all of these methods failing, some type of 
traction may be necessary, particularly when there has 
been bilateral disruption of costochondral or chondro- 
sternal attachments, together with fracture of the ster- 
num. Under local anesthesia, one or more ribs may be 
isolated and a wire passed about them and attached to 
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overhead traction with a suitable counterweight (Fi:- 
ure 4). Others prefer the use of towel clips. Recently it 
has been suggested that Steinman pins be pushed 
through the soft tissues, particularly when there is ai- 
terior thoracic paradoxical movement. If used in mu!- 
tiples with suitable ice-tong attachments at approxi- 
mately the levels of the several involved ribs, the system 
will exert stabilizing traction without actual fixation of 
the ribs. 

Maintenance of the Airway. Tracheal catheter aspira- 
tion should be employed when the patient cannot elim- 
inate secretions by natural cough. This is a relatively 
recent adjunct and is now used in many types of post- 
operative situations. Further extension of this tech- 
nique entails bronchoscopy when the simple catheter 
technique is not effective. Positive pressure oxygen 
breathing may improve the situation, particularly if the 
patient is emphysematous and it is difficult to get 
oxygen beyond the point of obstruction. It may also 
give him an opportunity to cough his secretions with 
greater ease. In this connection, detergents such as 
superinone (Alevaire) may be used. However, these 
should be used with caution in a weakened, enfeebled 
individual, because liquefaction of copious viscid secre- 
tions too rapidly may result literally in drowning the 
patient in his own secretions. 

Tracheostomy should be done in those unable to 
cough as soon as it is seen that the tracheobronchial 
tree cannot be kept clear of secretions by other meth- 
ods. This operation provides an absolutely dependable 
method of clearing the tracheobronchial tree at any 
time and immediately. It also allows the intratracheal 
administration of oxygen and suitable antibiotics if de- 
sired. Tracheostomy reduces the volume of the dead 
space in the respiratory tract and decreases the re- 
sistance to inspired and expired air. Tracheostomy 
usually decreases the excursions of the loosened seg- 
ment of the thoracic wall, and this may even eliminate 
the need for any complicated form of skeletal traction 
or fixation. 

Consideration of early tracheostomy is one of the 
current advances in the treatment of the patient who 
has a severe, nonpenetrating thoracic injury. 

Hemothorax in Connection with Nonpenetrating In- 
juries. The treatment of hemothorax under these cir- 
cumstances does not differ from that already discussed. 
If the bleeding has stabilized and is not progressive, 
one can afford to wait 24 to 48 hours and then begin 
aspiration. If it has clotted, enzymatic “‘decortication” 
may be attempted with streptokinase and streptodor- 
nase. In most instances, prompt and efficient thora- 
centesis of blood with the introduction of suitable anti- 
biotics will take care of the problem while the blood is 
liquid, thus preventing the formation of a cortex. 
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If, by suitable methods, including the enzymes, one 
has been unable to remove all of the clotted blood and a 
cortex has imprisoned the lung, surgical decortication 
gives excellent functional results. 

Pneumothorax. If there is progressive pneumothorax 
with tension, intercostal tube drainage should be 
undertaken, with the attachment of the intercostal tube 
to the underwater seal with or without suction, as 
shown in Figure 7. 

If the intercostal tube used is a #16 or #18 Fr. 
urethral catheter, decompression usually is adequate. 
One should remember, however, that in the case of 
lacerations of the intrathoracic trachea or major bron- 
chi, there may be so free an escape of air into the 
pleural cavity that an average tube does not decom- 
press adequately. Then tension pneumothorax may be 
progressive in spite of what appears to be a satisfac- 
torily functioning decompressive intercostal tube with 
underwater seal. Under these conditions, tracheal or 
bronchial laceration should be suspected and the pa- 
tient should be considered for exploratory thoracotomy. 

Associated with lacerated trachea or bronchus is 
severe mediastinal emphysema, which results in im- 
pairment of return of venous blood to the right side of 
the heart and in loss of consciousness. This is difficult 
to diagnose when there is associated marked subcu- 
taneous emphysema arising from a site of rib fracture 
which blends with the mediastinal emphysema at the 
level of the root of the neck. 

A good differential point is that subcutaneous em- 
physema originating other than in the mediastinum 
usually has little or no systemic effect because there is 
no interference with circulation. The chest roentgeno- 
gram will usually demonstrate air in the mediastinum 
if it has arisen ‘rom a lacerated trachea or bronchus, or 
if it is treking from a lung along the great vessels into 
the mediastinum. 

If mediastinal emphysema is present and there is 
failing circulation, the patient should be treated at 
once. A collar incision is made, and the gloved finger is 
inserted into the anterior mediastinum in the sternal 
notch, after splitting the pretracheal muscles vertically 
in the midline. This usually will result in a gush of air, 
with prompt decompression of the mediastinum and 
equally dramatic improvement in the patient’s breath- 
ing and circulation. 

Chylothorax. Rupture of the thoracic duct or its 
branches from external violence may be associated with 
a blunt or crushing injury to the chest wall together 
with hyperextension of the spine, usually occurring 
soon after a heavy meal. Other injuries, such as a verte- 
bral fracture, may be sustained simultaneously. Meade 
has suggested that many of these patients may be per- 
manently cured by closed intercostal underwater drain- 
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Figure 7. This drawing illustrates one of the several satisfactory 
methods for closed airtight intercostal drainage with negative pres- 
sure. The chest catheter should be led down underwater as shown in 
the first bottle. This is of importance in the event of failure of the 
apparatus or accidents, since it will act independently to prevent air 
entering the pleural cavity. The underwater depth of the middle tube 
in the central bottle controls the amount of negative pressure, since 
air will enter the middle bottle through this tube when the negative 
pressure, as measured in centimeters of water, exceeds the depth in 
centimeters of the middle tube below the surface of the water. 


age. Prompt re-expansion of the lung may seal off the 
area. In three of my cases, this type of treatment has 
been successful, and Meade has had a half dozen or 
more in his own experience. If this is not successful, 
recourse should be had to exploration of the chest with 
direct exposure of the leak in the thoracic duct. If this 
cannot be readily identified, the duct may be ligated 
subdiaphragmatically at the aortic hiatus. 

Diaphragmatic Rupture. Extensive crushing injuries 
of the thorax with multiple rib fractures, or a crushing 
injury of the abdomen may result in rupture of the 
diaphragm, with herniation of the stomach or other 
abdominal viscera into the pleural cavity, particularly 
on the left side. This injury is now well recognized, and 
should be searched for in this type of violence. The 
lesion usually can be demonstrated by roentgenogram 
with the passage of a stomach tube which will find its 
way into the herniated stomach provided the esopha- 
gus is not too markedly angulated. 

Operation for repair of this rupture should be 
undertaken as soon as the patient’s condition has well 


stabilized. 
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Contusions of the Heart. Contusions and similar in- 
juries of the heart have long been recognized as the 
result of direct trauma to the overlying thoracic wall. 
Beck and Bright suggested that such lesions should be 
kept under close observation, since those which are 
fatal rupture at the end of about two weeks. In this day 
of improved cardiac surgery, it is possible that a cer- 
tain number of patients may be saved if a thoracic 
surgeon is at hand at the time of rupture. 

The simplest cardiac injury is the contused wound 
of the myocardium, and it is not an uncommon injury 
as the result of an automobile accident, when the steer- 
ing wheel or dashboard is driven sharply against the 
front of the occupant’s chest. There may be associated 
costal or sternal fracture. Victims of such injuries 
may exhibit mild to moderate shock, together with 
some dyspnea and cyanosis. There may be substernal 
discomfort or pain. Arrhythmias are frequent. I have 
recently seen a patient with a fractured sternum who 
had auricular fibrillation until the depressed portion 
of the fractured sternum was elevated, relieving the 
displacement of the heart. 

It should be remembered also that partial or com- 
plete rupture of the pericardium may occur, with pro- 
lapse of the heart through the rupture and actual 
strangulation of a portion of the heart. In a recent pa- 
tient, the margins of the relatively small rent in the 
pericardium so pressed upon the coronaries that he 
had severe angina followed by extensive myocardial in- 
farction which was fatal. 

All of these possibilities, therefore, should be con- 
sidered in the event that the patient has a contusion 
of the heart or is suspected of having one from the type 
of injury that he has sustained. The question of sur- 
gical interference may be raised if he has intermittent 
difficulty. The conservative treatment of these pa- 
tients follows along the lines of that for coronary 
thrombosis. 

When it is evident that there is rapidly progressive 
bleeding which appears uncontrollable, one should 
also consider the possibility of actual primary rupture 
of a chamber of the heart, particularly the right auricle. 
Prompt exploratory thoracotomy is indicated. In such 
a situation, my colleague, Dr. Gerard Desforges, re- 
cently successfully sutured primarily a rupture of the 
right auricle in a man who had sustained severe tho- 
racic trauma. To our knowledge this is the first time 
that a rupture of the right auricle has been treated 
successfully by direct suture. 


Penetrating Injuries 


Penetrating or perforating injuries occur as the pri- 
mary source of violence when an individual has sus- 
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tained a stab wound or a gunshot wound of the chest. 
or when he has been transfixed or impaled on some 
sharp object. On the other hand, in severe forms of 
violence associated with nonpenetrating crushing in- 
juries, there may be some factor such as a severely 
comminuted fractured rib which introduces penetra- 
tion or perforation within the thorax. 

Any or all of the pathologic situations described 
under nonpenetrating injuries may occur, and may be 
complicating factors in penetrating or perforating 
wounds of the thorax. Their treatment differs only 
insofar as it is necessary to bring them under control in 
connection with a possible penetrating wound. 

Open Pneumothorax. Depending upon the size of the 
wound of entrance or exit, or both, there may be free 
communication with the outside air, and the pathologic 
sequence described under this title occurs (Figure 2). 

If the wound is sufficiently large so that there is 
free egress and ingress of air into the pleural cavity 
during the respiratory cycle, or if a sucking wound oc- 
curs, or if the wound is of a valvular mechanism so that 
there is tension pneumothorax, the treatment is the 
same. This consists of closure of the opening by what- 
ever means is at hand as a first-aid maneuver. The 
patient can be brought to the operating room when he 
is sufficiently well stabilized. At such an elective time, 
débridement and closure of the chest wall can be ef- 
fected under proper conditions. 

As an emergency measure, however, whatever type 
of occlusive dressing is at hand (Vaseline gauze, Cello- 
phane or even plain gauze used as a tampon to occlude 
the wound) may be a life-saving measure. One should 
avoid packing the pleural cavity with gauze or other 
foreign materials. 

Hemothorax. Almost without exception, when there 
has been perforation or penetration of the thorax or 
any of its viscera, there will be accumulation of blood 
in the pleural cavity. The management of this situation 
frequently calls for precise clinical judgment as to 
whether the bleeding will stop spontaneously or re- 
quire thoracotomy for its control. 

In general, the procedure to be followed is some- 
what as follows, although it is understood that there 
will be variations tempered by judgment. 

If it has become evident at once that there is blood 
in the pleural cavity and the patient is embarrassed by 
it, thoracentesis should be undertaken promptly and 
sufficient blood removed to relieve the patient of his 
symptoms. Frequently one will remcove air because 
there is hemopneumothorax present. At the same time, 
hemoglobin level and hematocrit of the blood which 
has been removed and the peripheral circulating blood 
will be determined. Following the thoracentesis, the 
patient will be observed. 
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If, as noted by physical signs and roentgenograms, 
there is a rise in the fluid level within the pleural cavity, 
thoracentesis will be undertaken again if the patient is 
embarrassed, and again hematocrit and hemoglobin 
determinations will be done. Replacement of the blood 
loss will be carried out simultaneously by transfusion 
of the necessary amounts of blood. 

If, after observation from one to several hours, it is 
apparent that blood is still accumulating, thoracotomy 
should be performed because it is unlikely that the 
bleeding will stop spontaneously. Or if blood accumu- 
lates rapidly after one aspiration, one may assume that 
alarming bleeding is occurring, probably from a large 
vessel, and prompt thoracotomy should be undertaken. 

If bleeding stops spontaneously, then the hemo- 
thorax or hemopneumothorax is managed either by 
underwater seal tube drainage, as mentioned above 
(Figure 7), or repeated thoracentesis, with the addition 
of enzymatic débridement if extensive clotting occurs. 

Wounds of Intrathoracic Structures or Viscera. As 
noted under nonpenetrating injuries, if there has been 
a laceration of the trachea, bronchus or esophagus, it is 
quite likely that thoracotomy should be performed in 
order to repair the rent. The diagnosis of these in- 
juries, when there has been penetration, is more apt to 
be made promptly, inasmuch as these lesions are more 
likely to be suspected. No hard and fast rule can be 
laid down. 

In this era one is quicker to explore in case of 
doubt, rather than to wait and permit an irreversible 
situation to become established, such as severe de- 
rangement of the thoracic dynamics, as by tension 
pneumothorax or progressive infection as in the case of 
a laceration of the esophagus. 

Thoracoabdominal Injuries. Depending upon the lo- 
cation of the penetrating wound, and its size, direction 
and depth, it may be suspected that the diaphragm 


has been traversed and the abdominal viscera wounded. 


In this case, thoracoabdominal exploration, preferably 
by means of primary thoracotomy, should be under- 
taken as soon as the patient’s condition permits it. 
These serious situations are most apt to arise in the 
case of gunshot wounds, or stab wounds with long 
knives or ice picks. 

Foreign Body. Experience in the war has shown that 
most foreign bodies that come to rest within the thorax, 
either in the lung, mediastinum or thoracic parietes, 
should be removed unless they are less than one centi- 
meter in size or are perfectly smooth. Nonmetallic or 
organic foreign body should be removed as soon as it 
becomes apparent that there is such a foreign body and 
its exact location can be decided upon. 

Penetrating Wounds of the Heart. Penetrating wounds 
of the heart which may be benefited by surgery are 
usually stab wounds, usually with an ice pick or a small 
switch-blade knife. Following the successes of Elkin, 
Bigger and others, it was felt that immediate explora- 
tory thoracotomy was indicated in an individual who 
was suffering from a stab wound of the heart with 
cardiac tamponade, but the question has since been 
raised as to whether or not operative interference is 
advisable in all cases. 

Clinical application of this revolutionary concept has 
been reported by Blalock and Ravitch, who have felt 
that if a patient survives long enough to arrive at the 
hospital, pericardiocentesis should be undertaken in 
order to relieve his tamponade. If tamponade does not 
recur, operative interference need not be undertaken. 

Others are still of the opinion that it is extremely 
risky to allow a patient who has a presumed cardiac 
wound to go without suture, even though his tam- 
ponade can be relieved by pericardiocentesis. 

Based on my own experience, I believe that the peri- 
cardium should be decompressed while the operating 
room is set up and that operation should be under- 
taken as soon as the patient’s condition permits. 


Penicillin Sensitivity 
of Streptococcus Viridans 


From 1944 To 1954 there has been no significant change in 
the penicillin susceptibility of alpha hemolytic (viridans) 
streptococci isolated from patients with bacteremia and 
bacterial endocarditis. The absence of change in such a 
ubiquitous organism as the alpha Streptococcus emphasizes 
that the problem of the increased prevalence of penicillin- 
resistant micrococci does not necessarily represent a phe- 
nomenon with general application to all penicillin-suscep- 
tible microbial species.—Cart A. BERNSTEN, JR., M.D., 
JAMA, 157:331, 1955. 
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Cardiac Catheterization 
in Valvular Heart Disease 


Carpuc catheterization is a complex diagnostic procedure 
that should be performed primarily in a research laboratory. 
Routine use of the procedure as an aid to.preoperative diag- 
nosis in valvular heart disease is neither indicated nor desir- 
able. It does, however, provide a way to get information, in 
cases in which diagnosis is in doubt, that cannot be obtained 
by any other means, thus permitting the preoperative as- 
sessment of some such cases. 

—A. Sezer, m.p. and H. W. Braptey, .p., California 
Med., 81:251, 1954. 
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BASIC SCIENCE REVIEW 


The Dilution Principle and the Plasma Volume Measurement 


BY JOHN C. ROSE, M.D. 
Associate Editor, GP 


‘THE HUMAN BODY may be thought of as several fluid 
compartments that are separated by membranes of 
different permeabilities. For example, the intravascular 
compartment consists of two volumes—the plasma and 
the red cells—contained within the blood vessels. The 
vascular compartment plus the next space beyond the 
blood vessels is the extracellular compartment. The 
intracellular space may be thought of as another com- 
partment. Combined, these comprise the “total body” 
compartment. 


The Dilution Principle anc “Space’’ Measurements 


Depending upon their specific properties, injected 
substances that are not destroyed in the body will 
diffuse into all or a part of one or more of these com- 
partments. After a time, their concentrations will be 
equal in all parts of the fluid space into which they 
have diffused. If the amount of any substance injected 
is known, a sample of the fluid from the space into 
which it has diffused—and this fluid includes the 
blood—will tell us how big that space is. 

Suppose 2.0 Gm. of salt were introduced into a 
beaker containing an unknown quantity of water. 
After thorough mixing, a sample from the beaker was 
analyzed and found to contain 10 mg. (0.01 Gm.) salt 
per cc. We then know that the beaker contained 200 
cc. water. We merely divided 2.0 Gm. by 0.01 Gm. 
(Figure 1). The volume (in cubic centimeters) of any 
body “space” is equal to the amount of a substance 
injected into that space, divided by the concentration 
of the substance in a l-cc. sample from the space. 

Investigators have explored an untold number of 
“spaces” in patients—the thiocyanate space, the 
sodium space, the inulin space, ad infinitum. These 
spaces are the volumes into which these substances are 
diluted when injected into the body. They may or may 
not correspond to anatomic spaces, such as the extra- 
or intracellular compartments. Some substances dif- 
fuse into very large body volumes and appear to pro- 
vide a measurement of “total body water.” Space 


studies have greatly increased our knowledge of the 
composition of the body. 


The Dilution Principle and the Blood Volume 


The same principle holds for the measurement of the 
blood volume. Any injected substance that will confine 
itself to either the red cell or plasma portion of the 
intravascular space will provide a measurement of the 
volume of that space. Red blood cells are an ideal indi- 
cator substance for this purpose. A patient’s red blood 
cells can be tagged with a radioactive isotope and re- 
injected. 

After these cells are well distributed in the blood, 
the radioactivity of a blood sample compared to the 
radioactivity of the blood injected will provide a 
measurement of “red blood cell mass.” 

The plasma volume is the “albumin space” so that 
albumin is the ideal substance for measurement of the 
plasma volume. Albumin also can be tagged with an 


FOR THOSE WHOSE 
KNOWLEDGE OF 
MATHEMATICS IS RUSTY— 


Addition of 2 Gm. of salt fe an unknown 
quantity of water provided a concentration 
of 0.01 Gm. per cc. This gives the follow- 
ing equation: 


1 ce. : 0.01 Gm. =xec. : 2 Gm., or — 
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isotope. However, equipment for counting radioactive 
emission is not universally available. More practical at 
present, in most hospitals, is the tagging of albumin 
with Evans Blue dye (T-1824), concentrations of 
which are easily determined in a small spectrophoto- 
meter. 


Evans BLuE For PLasMA VOLUME DETERMINATION 


Injected Evans Blue instantly combines with plasma 
albumin. After ten minutes, it is well mixed in the 
total plasma volume. 

The amount injected must be accurately known 
since a small error in the injectate will be greatly 
multiplied by dilution in the plasma volume. For this 
reason, ampuls of Evans Blue contain carefully meas- 
ured quantities (5 cc. of solution containing 5 mg. dye 
per cc.). 

The entire contents of the ampul can be injected by 
washing out the ampul with saline. Details of this tech- 
nique, and of the laboratory analysis of Evans Blue 
have been widely published in textbooks, articles and 


commercial brochures. 


A Practicat Use or THE DituTION PRINCIPLE 


The plasma volume determination using Evans Blue 
dye should be available for use by physicians in every 
hospital that owns a spectrophotometer. Evans Blue 
analysis is easily performed by a competent technician, 
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and may be made a routine in any clinical chemistry 
laboratory. This procedure helps us think in terms 
of “total” plasma, and “total” red cell mass and 
hemoglobin. The hemoglobin level, RBC count and 
hematocrit often provide misleading “concentrations” 
(Figure 2). That thought is exemplified in the follow- 
ing brief case narratives. 

A postoperative patient developed tachycardia and a 
fall in blood pressure. The hematocrit was 40. His 
plasma volume was determined (in the same time re- 
quired to do the hematocrit) and found to be 60 per 
cent of the normal value (normal—approximately 20 
cc. per pound body weight). This patient’s bleeding 
was so acute that compensatory mechanisms had not 
yet increased the plasma volume enough to lower the 
hematocrit. Whole blood transfusions were life-saving. 

Following an operation on the mitral valve, a pa- 
tient’s hematocrit was 28. A plasma volume determina- 
tion was normal. The patient was transfused with 
packed red blood cells instead of whole blood. This 
prevented dangerous expansion of the plasma volume 
in a cardiac patient. 

A pregnant patient with “anemia” (as indicated by 
low hemoglobin, red cell count and hematocrit) turned 
out not to be anemic at all. Her plasma volume was 
greatly expanded, and her red cell mass was actually 
increased. The “concentrations” of red blood cells and 
hemoglobin in her blood had decreased. 
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Systemic Lupus Erythematosus 


BY ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


Hand Signs 


Arthralgia, early and late rheumatoid arthritis; finger-tip erythema 
and edema; superficial ulceration; Raynaud’s syndrome; nailbed 
erythema. 

Also look for: subungual hyperkeratosis and palmar purpura plus 
subcutaneous nodules. 


A Collagen Disease) 


Other Features 


Soft tissue calcification; polyserositis (pleural, pericardial and ab- 
dominal effusions); discoid facial rash; generalized rash and alopecia; 
the lupus cell—false negatives common, false positives very rare. 

Also look for: leukopenia with a | differential; eosinopenia 
with a paradoxical rise after ACTH; false-positive serology (syphilis); 
telescopic urine sediment. 
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Epicondylitis, known as “tennis elbow” and by many other names, 
usually has a traumatic or occupational origin. 


Ultrasonic waves produce minute mechanical vibrations in tissue, 


which in turn cause local hyperemia, analgesia 

and many other secondary effects. Ultrasonics was compared 
to other conservative methods in the treatment of epicondylitis. 
The treatment combination found most effective was injection 
of hydrocortisone into the lateral condyle of the elbow, 
followed by ultrasonic radiation. 


Ultrasonic Radiation in the Treatment of Epicondylitis 


BY JOHN H. ALDES, M.D. 
Los Angeles, California 


THE PURPOSE of this paper is to describe the effects of 
ultrasonic radiation, a new type of therapy, upon a 
common disorder—epicondylitis. When introducing 
a new form of treatment, we must compare the new 
approach with existing methods of treatment to de- 
termine its effectiveness. 


Ultrasonic Therapy 


Ultrasonic waves have a frequency above that of 
audible sound. They are usually produced by the 
piezoelectric crystal method. The ultrasonic generator 
consists mainly of a high-frequency circuit, an oscilla- 
tor circuit and a quartz crystal which is the integral 
part of a hollow metal applicator. Exposing opposite 
sides of the quartz crystal to an alternating electric 
field causes it to vibrate, and the resulting ultrasonic 
vibrations are transmitted to the front plate of the 
treatment head. Ultrasonic waves will not travel 
through a vacuum, and transmission through air is 
ineffective. A coupling agent, such as an oil of high 
viscosity, or water, is therefore necessary between the 
treatment head and the area to be treated. 

At the optimal frequency of 800,000 or 1,000,000 
cycles per second, a layer of tissue 2 to 6 cm. deep 
may be reached by ultrasonic waves. The effect de- 
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creases with depth because of reflection, refraction or 
absorption in the tissues. Important factors are the 
coupling medium, the absorption coefficient of the 
specific tissue and the ultrasonic intensity applied. 

Very high intensities may greatly affect the molecu- 
lar structure of the tissues and cause damage and 
even necrosis, as demonstrated in animal experi- 
ments. The Arndt-Schultz principle holds that weak 
stimuli excite living processes while strong stimuli 
are destructive. Consequently, only low intensities 
were used in the evaluations to be reported here. 
However, the energy produced was considerable. 

Ultrasonic radiation produces a “micromassage” 
of the cellular tissues. These mechanical vibrations 
increase blood supply, stimulate metabolism and pro- 
duce an analgesic effect. Frequently the skin becomes 
hyperemic. A significant thermal effect is observed, 
comparable to that produced by local application of 
short-wave diathermy. 

Further results include breaking up of tissue de- 
posits and promotion of their absorption, acceleration 
of lymph flow, destruction of bacteria and changes in 
tissue chemistry. These and numerous other physical 
and biologic effects cannot be separated, but all might 
play a certain role in improving mobility and relieving 
pain. 
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Epicondylitis 


Epicondylitis is a syndrome characterized by pain 
in the lateral condyle of the elbow. The pain is ac- 
centuated by active motions of the extensor muscles 
that originate in the lateral epicondylar region of the 
humerus and radiate down the forearm to the wrist 
and hand. The pain is further accentuated by pro- 
nation and supination of a fully extended elbow. Epi- 
condylitis has been referred to as tennis elbow, pitch- 
er’s elbow, golfer’s elbow, writer’s cramp and bad- 
minton and squash player’s elbow because it has oc- 
curred after muscular exertion in these games. The 
same disease occurs in occupational groups, such as 
housepainters, bricklayers, carpenters, welders, plumb- 
ers, machinists and housewives. 


History OF THE DISEASE AND ITs TREATMENT 


Sir Charles Bell described ‘‘writer’s cramp” in his 
textbook, An Exposition of the Natural System of Nerves 
of the Human Body in 1824. In 1873, Runge published 
an article on the “Genesis and Treatment of Writer’s 
Cramp.” The symptoms and pathology as described 
by Bell and Runge were identical with those men- 
tioned by many 19th and early 20th century authors 
when they spoke of occupational neuralgia, epicon- 
dylalgia, “tennis elbow,” “rider’s sprain,” ‘tennis 
pains” and “musician’s paralysis.”” The term “epi- 
condylitis” was first used in 1904. It was described 
as due to trauma or as a sequel to influenza. 

As described by various writers, the pathologic 
changes are localized to the lateral aspect of the elbow 
joint, but differ widely in minute details. 

Through the years, the basic principles of treat- 
ment for epicondylitis have not changed. Forms of 
heat, such as hot packs made from materials at hand 
and applied over the elbow and forearm, were used 
in the earliest days. Immobilization of the entire arm 
was another means of treatment. ‘‘Faradization” was 
used to relieve cramps in extensor muscles. 

At the turn of the century, treatment with dia- 
thermy was introduced. Also, various medicinals were 
used to create a superficial hyperemia over the elbow 
joint. Some authors recommended immobilization and 
others activity. Massage in the form of heavy friction 
to the elbow was recommended. Hydropathic packs 
at night and hot baths during the day were also 
recommended, as well as complete rest with no 
activity to the injured area. 

In 1910, the first surgical procedure for epicondy- 
litis, which was to chisel off the epicondyle, was re- 
ported. Fischer, in 1923, treated the neuralgia second- 
ary te the epicondylitis by excising the fascia and 
subcutaneous tissue which contained the nerve fibers 
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adjacent to the periosteum about the epicondyle. Ii: 
1922, Osgood reported a surgical procedure for re- 
moval of the radial-humeral bursa. Since that timc, 
other surgical procedures have been introduced. 

In 1895 x-ray irradiation was introduced as a thera- 
peutic measure, and since that time it has been an 
accepted treatment of epicondylitis. 

The use of local anesthesia, such as procaine by 
injection into the point of tenderness, became a popu- 
lar treatment about 1910, and its use is continuing 
at the present time. Cortisone and hydrocortisone 
currently are popular for injection treatment of arthritic 
joints. Such injections into the elbow joint and the 
lateral epicondylar area have become accepted prac- 
tice in the treatment of epicondylitis. 


SYMPTOMS 


Pain is the outstanding symptom of epicondylitis. 
It is usually located over the distal end of the anterior 
surface of the lateral epicondyle. On palpation, pain 
may be elicited over the radial-humeral joint. In a 
true tear of the attachment of the tendon of the ex- 
tensor muscle group, the pain is more accentuated 
about the lateral epicondyle. When a tight fist is 
made or when lifting light objects such as a glass or 
cup, there is pain over the lateral epicondyle. When 
lifting an object with the forearm in pronation and ex- 
tension, there is pain in the epicondylar area, but this 
pain is absent when lifting is performed with a su- 
pinated forearm. At rest, pain subsides. In epicondy- 
litis due to occupation, the pain is usually dull, be- 
comes accentuated during movement, and again sub- 
sides during rest. The dull ache is felt over the entire 
course of the extensor group of muscles. It is made 
more pronounced by continuous contractions of the 
extensors of the wrist and fingers with the arm and 
forearm in pronation. 


D1AGnosis 


The diagnosis is easy to make in view of the history 
and the localization of pain over the lateral epicon- 
dyle and the extensor area of the forearm, wrist and 
hand. On examination, the area of maximum tender- 
ness is usually at the tip of the lateral epicondylar 
process, distal to the anterior epicondyle, just proximal 
to the capitulum. In chronic cases, there is tenderness 
over the radial-humeral joint line (Figure 1a). 

When the forearm is extended, and dorsal flexion of 
the wrist is inhibited by pressure on the metacarpal 
heads, the resulting pain is far more intense than if 
this same resistance is applied to the extended fingers 
with the wrist in dorsal flexion (Figure 1b). This test 
shows the probability that a tear involves the extensor 
carpi radialis brevis. 
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For a test to determine involvement of the extensor 
digitorum communis, the forearm is extended and 
pronated, the wrist flexed, and the fingers flexed into 
the palm of the hand. If pain occurs, the test is positive 
(Figure Ic). 

The “door knob” test (Figure Id) has been most 
successful in determination of involvement of the ex- 
tensor and supinators of the forearm, wrist and hand. 


Figure 1. a. The area of maximum tenderness on palpation over the 
lip of the lateral epicondylar process. b. Test to determine the in- 
voluement of the extensor carpi radialis brevis. ¢. Test to determine 
the involvement of the extensor digitorum communis. d. “ Door knob” 
test ‘0 determine the involvement of the extensors and supinators of 
the forearm, wrist and hand. 
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To perform this test, the patient stands about two feet 
away from a closed door and grasps the knob with his 
hand, his wrist and forearm extended and in mid- 
supination and pronation position. As the patient tries 
to turn the knob, he will have pain in the lateral epi- 
condylar area of his elbow with radiation of the pain 
down the extensor area of the forearm. Blood examina- 
tions have no value in diagnosing epicondylitis. 
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Figure 2. a. Origin and insertion of the supinator muscles. b. Origin 
and insertion of the extensor carpi radialis brevis and extensor carpi 
radialis longus. ¢. Origin and insertion of the extensor digitorum 
communis. 
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X-ray examinations have no value in acute traumatic 
cases except to rule out any underlying bone disease 
at the elbow joint. In chronic cases, there is often a 
streak of calcium in the region of the lateral epicondy le 
or just adjacent to the radial-humeral joint. In the 
region of the lateral epicondyle there may also be a 
roughening of the bone surface. These x-ray findings 
signify a tear in the region of the origin of the extensor 
group. 

In the present series, positive x-ray findings were 
noted in less than 5 per cent of the cases. 


PATHOLOGY 


This series includes only cases of tears of the exten- 
sor muscles having their origin in the lateral epicon- 
dylar area, and chronic cases in which the original 
lesion was a tear which resulted in subsequent irrita- 
tion to the underlying synovia. 

Diagnosis and treatment have been based on the 
premise that there is an incomplete tear in the fibers 
of the conjoined tendon of the extensor muscle group 
of the forearm, wrist and hand, which is attached to 
the lateral epicondyle and the area adjacent to it on 
the distal end of the humerus (Figures 2 and 3). The 
supinator muscle arises from a superficial tendinous 
attachment as well as from a deeper fibrinous attach- 
ment off the lateral epicondyle. A deep branch of the 
radial nerve lies between the two planes of muscular 
fibers of the supinator muscle and gives off branches 
into that muscle and into the extensor group which is 
concerned with the epicondylar syndrome. It is thought 
that the greater portion of tear occurs at the first ex- 
cessive strain. Successive strains cause further tearing 
of the tendon away from the periosteum in the lateral 
epicondylar area. The major factor in typical epicon- 
dylitis is the tearing between the tendinous origin of 
the extensor carpi radialis brevis and communis and 
the periosteum of the lateral epicondyle (Figure 2). 

There are three stages through which injuries, such 
as epicondylitis, pass. First, there is a stage of recent 
injury, accompanied by effusion of blood and tissue 
fluids. This results in a local hyperemia with round 
cell infiltration into the area. In this first stage, there 
is constant pain and diffuse tenderness over the area. 

The second stage is that of early repair. The dam- 
aged structures are being replaced by vascular repair 
tissue. In the area where the periosteum is torn, there 
is a laying down of new bone. At this stage, pain oc- 
curs only with certain movements, and the tenderness 
has localized to one area. 

The third phase is one of permanent repair in which 
the granulation tissue becomes avascular fibrous tissue. 
Symptoms are present in this stage only if the repair 
has formed adhesions that limit movement. In this 
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phase the avascular connective tissue is not absorbed. 
The chronic stages are therefore long-lasting if no 
specific treatment is given. 

Considering these three stages of repair, it is easy 
to understand how a periostitis occurs at the point 
where the tendon is torn from the periosteum, and a 
subsequent myofascitis and fibrositis of the muscle 
take place. Following this condition, an involuntary 
muscle spasm occurs in the extensor muscles, and in 
turn prevents a complete extension of the elbow joint. 

In cases of long-standing, the synovia of the extend- 
ed capsule of the elbow joint that lies beneath and 
adjacent to the extensor muscles becomes affected. 
This synovial sac encroaches upon the epicondyle, and 
the lateral part of the sac is subject to compression by 
the extensor muscles. This may eventually cause an 
inflammatory reaction of the synovia which results in 
pain. 

The theory that neuralgia and neuritis occur in 
cases of long duration can be accepted in view of the 
anatomic position of the branches of the radial nerve 
and the pathology of the surrounding tissue in the 
chronic stage. 

The stages of temporary and permanent repair, and 
the inflammation of the synovia of the capsule of the 
radial-humeral joint were observed by the author at 
the time of surgical intervention in cases that came to 
operation (not included in this series). 


Procedure and Results 


In this series of patients in whom epicondylitis had 
been treated by nonsurgical means and without ma- 
nipulation, only those patients with involvement of the 
lateral epicondyle were studied. Cases in which the 
medial aspect of the elbow joint was involved were ex- 
cluded. All cases were of traumatic origin, caused by 
either sports or occupation. The series began in 1949 
and is continuing at the present time. Ultrasonic radi- 
ation has been used in 71 of 126 cases. Other conserva- 
tive treatments were utilized in the remaining 55. 

Usual Conservative Treatments. In 45 patients, the 
usual types of conservative treatments, such as dia- 
thermy, microtherm, whirlpool and intra-articular or 
subcutaneous injections of a local anesthetic, were 
given. X-ray therapy was used in cases that did not 
respond to diathermy or microtherm. Sixty-seven per 
cent of this group improved. Symptoms disappeared 
and full range of motion returned with no pain on 
movement. The over-all period of treatment aver- 
aged 63 days, with no recurrence noted during a three- 
year follow-up period. 

In the other ten cases of the original 55, hydrocorti- 
sone was injected into the radial-humeral joint and 
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about the lateral epicondyle. Eight of these patients 
(80 per cent) were returned to normal condition with- 
in 18 days. 

The average lapse of time from the onset of the dis- 
order in these 55 cases until treatment was begun was 
five weeks. Fifty-six per cent of the group were males 
and 44 per cent females. Thirty-three per cent of their 
injuries occurred from participation in sports, and 67 
per cent from occupations. The average age of the 
group was 37. 

Ultrasonic Treatment. The frequency of ultrasonic 
radiation used in the series ranged from 800,000 to 


Figure 3. Illustration showing the adjunct muscle groups concerned 
in the pathology of epicondylitis. a. Origin and insertion of the ex- 
tensor carpi ulnaris. b. Origin and insertion of the extensor digiti 
proprius. 
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Figure 4. Diagram to show the position of the cone-shaped transd 
over the lateral epicondyle. 


Figure 5. Indirect method of application of ultrasonic radiation to the 


forearm. 
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1,000,000 c.p.s., and the intensity from 0.5 to 1.5 
watts cm.” In the first part of the radiation, the coup- 
ling agent was liquid petrolatum that was applied ove: 
the lateral aspect of the elbow as well as the dorsum o/ 
the forearm. The application of ultrasonic radiation tc 
the lateral epicondylar area was by means of a cone- 
shaped applicator which was attached to a regular 
transducer having a piezoelectric quartz crystal surface 
of 12.5 cm.” The tip of the cone had a radiating surface 
approximately 0.6 cm. in diameter (Figure 4.). The 
cone-shaped transducer was necessary in order to ob- 
tain direct contact to the irregular surface about the 
lateral epicondylar area. The intensity used in this 
area ranged from 0.5 to 1.0 watts cm.” A very slow 
gliding, rotating movement was made with the trans- 
ducer over the lateral epicondylar area. The length of 
time of each sonation was approximately five minutes. 

The second part of the ultrasonic therapy was per- 
formed under water using water as the coupling agent. 
This sonation was given over the entire extensor area 
of the forearm, and was administered with a gliding, 
rotating movement covering 20 cm. of skin surface in 
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one minute, with the head of the transducer 1.3 cm. 
away from the forearm (Figure 5). 

This radiation was given with a regular transducer 
having no cone attachment but having a crystal surface 
of 4.5 cm.” The smaller radiating surface in a regular 
transducer is better for sonation. The frequency used 
with this transducer remains the same, but the in- 
tensity varies from 1 to 1.5 watts cm.” 

In using ultrasonic radiation for epicondylitis, it 
was possible to break up the existing adhesions in the 
area of the lateral condyle. Under treatment, the hy- 
pertonicity of the extensor muscle group decreases, 
hyperemia is brought about and a local analgesia oc- 
curs, resulting iri relief of pain. 

To compare the results obtained with ultrasonics to 
those obtained with the use of previously accepted 
therapeutic practices, ultrasonic radiation was first 
used on the group of patients on whom all forms of 
conservative treatment had failed. This group was 
composed of two patients who had received hydro- 
cortisone alone without beneficial results and 15 pa- 
tients who had received other forms of conservative 
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Figure 6. Chart illustrating the comparative results obtained from 
treating 126 cases of epicondylitis. 
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treatment and had shown little improvement. These 
patients all had a traumatic etiology for the epicon- 
dylitis. Except for a fleck of calcium noted in the lateral 
epicondylar region in five cases, x-ray examinations 
were negative. Examination of these patients prior to 
ultrasonic therapy revealed tenderness at the lateral 
epicondyle. Tests for the extensor carpi radialis brevis 
and extensor digitorum communis and also the “door 
knob test”’ were positive. Three of these patients had 
pain over the radial-humeral joint on palpation. Nine- 
ty-one days was the average duration of symptoms in 
this group before treatment was given. 

After three weeks of sonation, during which treat- 
ments were given every other day, complete relief of 
symptoms was noted in 15 of the 17 chronic cases that 
had previously been treated conservatively without re- 
lief. In the two other cases, ultrasonic radiation was 
continued for another two weeks, at the end of which 
time all symptoms disappeared. In three of the five 
cases in which calcium deposits had been noted previ- 
ous to sonation, calcium was not present in x-rays 
taken after three weeks of ultrasonic treatment. In the 
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two remaining cases, the calcium deposits disappeared 
after five weeks of treatment. 

In a group of 19 cases in which no previous treat- 
ment of any kind had been given, ultrasonic therapy 
was administered in the same manner as in the first 
group. Complete relief was noted in 16 cases after two 
weeks. The average duration of symptoms of this group 
prior to treatment was four weeks. 

In the three patients who did not respond in this 
group of 19, the lateral epicondyle was infiltrated with 
25 mg. of hydrocortisone. The injections were followed 
with ultrasonic radiation, using the cone radiation 
technique to the lateral epicondyle. The rationale of 
using hydrocortisone followed by ultrasonic therapy 
is to utilize the dispersing power of ultrasonic radiation 
to spread the hormone throughout the tissues. In these 
three cases, six radiations plus the injections produced 
relief of all symptoms. 

In another group of 35 patients, the same technique 
of ultrasonic radiations was used, preceded by injec- 
tions of 25 mg. of hydrocortisone into the lateral epi- 
condyle. The average duration of symptoms in this 
group prior to therapy was approximately four weeks. 
Thirty-four patients (97 per cent) showed complete 


relief of all symptoms at the end of their third treat- 
ment, a treatment being given every other day. One 
case required two additional treatments before full 
relief was accomplished. 

In the 71 cases that had ultrasonic therapy alone or 
with hydrocortisone, the male to female ratio and aver- 
age age of the group were about the same as in the 
previous group. Etiologic factors were also similarly 
distributed. The follow-up period in this group has 
been two years. Symptoms have not recurred, and 
roentgenograms following ultrasonic radiation showed 
no deterioration of the bone. 

The percentages of patients improved in the 126 
cases are shown in Figure 6. 

The best results in the treatment of epicondylitis 
were obtained with the use of hydrocortisone injec- 
tions into the lateral epicondyle followed by ultrasonic 
therapy to that area and to the extensor area of the 
forearm. In this type of therapy, the period of treat- 
ment was greatly decreased and the symptoms disap- 
peared more quickly than in the cases treated by the 
other methods. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Water as a Source of Sodium 


WITH THE EXCEPTION of occasional casual mention, drinking 
water has been overlooked as a source of sodium sufficiently 
large to nullify attempts to restrict that element in the 
rest of the diet. The determination of the Na content of 
the water supply should be an essential part of the estab- 
lishment of a restricted sodium regimen. Where the upper 
NaCl limit prescribed is low, such as the Kempner rice 
diet for hypertensive patients, even a very low concentra- 
tion in the water supply may be very significant. In such 
cases, it is very likely that a de-ionized or distilled water 
may be required, for even the usually low-sodium surface 
supplies may prove objectionable. 

Where a more liberal salt diet is prescribed, the proba- 
bility is that the normal use of most surface supplies will 
not add significantly to the sodium intake; nevertheless, 
the situation should be evaluated and judged accordingly. 
Ground water supplies, however, and particularly the 
deeper ones, should receive careful scrutiny by the pre- 
scribing physician and dietitian, especially if ion-exchange 
softening units are used. 

Each situation must be considered individually. Ion- 
exchange or excess lime soda softening, even of very hard 
waters having a high initial saline content, would rarely 
be in any way physiologically harmful to a person in normal 
health. Except in those cases where the concentration of 
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Na, as well as of Ca and Mg ions, in the presoftened water 
is unusually high, the effects of the additional source of 
sodium are not insurmountable for ambulatory patients 
on a less intensive sodium restriction regimen, provided 
that they are aware of the situation, its significance, its ef- 
fects, and what might be done to overcome it. 

Of paramount importance is recognition of the potential 
problem by the attending physician and the dietitian on 
the case, in order that the efficacy of otherwise carefully 
planned diets and conscientious application by the patient 
may not be contravened. The additional effort involved 
in analyzing the situation is certainly justified, even though 
it may be significant and applicable for only a small minor- 
ity of all cases in which this type of therapy is indicated. 

Recognition is significant also from the standpoint of 
certain complications that occasionally accompany sodium 
restriction therapy, notably the “‘sodium depletion” syn- 
drome. To date, relatively few complications have been 
reported, possibly because the rigidity of sodium restric- 
tion frequently is not as great as that prescribed. With 
increasingly more complete information now at hand for 
the physician and dietitian pertaining to sources and actual 
amounts of sodium taken into the body, the degree of 
sodium restriction may be increased and perhaps more 
frequent complications will be realized unless otherwise 
compensated for.—E. J. Laususcu and C. S. McCammon, 
M.D., Am. J. Pub. Health, 45:1337, 1955. 
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Figure 1. Rounded density in the upper part of left lung. 
Figure 2. Tomogram of left upper lung field demonstrating a rounded density 


surrounded by an air meniscus (arrows). 


Pulmonary Fungus Ball 


BY SOL KATZ, M.D. 
Associate Editor, GP 


AN UNCOMMON CHEST roentgenographic pattern is char- 
acterized by a rounded mass surrounded by a radio- 
lucent crescentic zone—the “air meniscus” sign. This 
finding may be noted in a number of conditions charac- 
terized by a cavity containing a smooth, rounded mass 
of inspissated material. Thus, hydatid cyst, pulmonary 
cyst, bronchiectatic cyst, lung abscess, and tubercu- 
losis may show this radiologic manifestation. Most 
commonly, however, this entity represents a ball of 
mycelia lying within a thin-walled cavity which has 
good bronchial communication. This pulmonary fun- 
gus ball is usually due to some species of Aspergillus or 
Candida. These fungi are usually saprophytic and 
have a widespread distribution. 

The entity, pulmonary fungus ball, represents an 
invasion of a pre-existing cavity by either an Asper- 
gillus or a Candida. The mass lying freely within the 
cavity is ovoid, grumous and friable and a deep red- 
brown. It consists mainly of a dense meshwork of inter- 
lacing mycelia along with degenerating blood and epi- 
thelial cells. 

The roentgen findings consist of a rounded mass 
surmounted by a crescent-shaped air shadow. It is usu- 
ally located in the upper lobes or occasionally in the 
superior segment of the lower lobes. The mass may be 
freely movable within the cavity, and this can be dem- 
onstrated by changing the patient’s position. These 
lesions are stable over many years. Most patients are in 
general good health, but hemoptysis is not infrequent. 
The responsible fungus may be demonstrated in the 
sputum or in bronchial washings. 


Figure 3. Resected specimen showing a smooth-walled cavity containing in- 
spissated material. This was an old tuberculous cavity, now filled with a 
fungus ball. 


Figure 4. Direct smear of cavity contents, showing branching mycelia. Culture Be 
yielded Aspergillus fumigatus. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP Department. 

This is the last of twelve 

from the University of Rochester. 


Practical Therapeutics 


COMPLICATIONS OF BLOOD TRANSFUSION 


BY GERALD MILLER, M.D. 


Assistant Professor of Pediatrics and Assistant in Medicine 
University of Rochester School of Medicine and Dentistry 


Rochester, New York 


EveRY PHYSICIAN realizes that there is a potential risk 
of harmful or fatal reactions following blood transfu- 
sion, yet deliberate consideration of the risk is uncom- 
mon. Mortality directly attributable to blood trans- 
fusions has been variously estimated as 1/1000 to 
1/5000. For emphasis by comparison, the editor of a 
prominent medical journal stated in 1951 that “the 
mortality rate from transfusion is higher than that of 
appendicitis or of ether anesthesia.” 

When blood transfusion is employed as a life-saving 
measure, the potential benefits clearly outweigh the 
risk. When a transfusion is given as an alternative to 
another procedure, however, one must be prepared to 
justify the risk. It has been estimated that in recent 
years more than four million units of blood have been 
utilized in this country annually. It is timely, there- 
fore, to review some of the causes of morbidity and 
mortality associated with transfusion. 


Recognition of Complications of Transfusion 


Recognition of untoward effects of blood transfusion 
is made easier if one remembers that certain ill effects 
may be manifested promptly, others only after a lapse 
of days, months, or even years. It is convenient to 
group the undesirable effects of transfusion according 
to the time when their manifestations should be sought 
in relation to transfusion, as in Table I. 

it must be emphasized that signs and symptoms may 


GP june 1956 


be absent, minimal or masked by other conditions, 
such as the effects of anesthesia or disease. In some 
cases, the unfortunate consequence of a transfusion 
may become apparent only many years after the ad- 
ministration of blood. This is particularly true in rela- 
tion to isoimmunization by blood group antigens, when 
the birth of a diseased fetus may be the first evidence 
that a transfusion given to the mother years earlier has 
had long delayed deleterious effects. In weighing the 
potential hazards against the possible benefits to be 
derived from a transfusion, delayed sequelae must be 
kept in mind. 


Complications Due to Blood Group Incompatibility 


Two of the potential hazards of blood transfusion 
are associated with the presence of circulating isoanti- 
bodies capable of reacting in vivo with erythrocytes: 
(1) hemolytic transfusion reactions; (2) hemolytic dis- 
ease of fetus and newborn (erythroblastosis fetalis). 

Rapid advances in the field of blood group immu- 
nology have made it clear that the red cells of any indi- 
vidual contain many antigenic factors. Studies of the 
inheritance of these blood group antigens in red cells 
have delineated at least nine independently inherited 
blood group systems. Some of these, such as the Rh 
system, are complex, and include many antigens. 

The number of distinct blood group antigens is now 
so large, and the number of combinations possible on 
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Usual Time of Diagnosis of Untoward Effects of Transfusion. 


Prompt 


1) Severe Hemolytic Reactions 

2) Effects of Contaminated Blood 

3) Mechanical Reactions 
Circulatory Overload 


Air 
Embolism Clots 
Allergic Reactions 
“Uncomplicated Febrile” Reactions 


Metabolic Effects of Plasma During “Massive” 
Transfusion 


Delayed 


1) Mild Hemolytic Reactions 

2) Homologous Serum Hepatitis 

3) Transmission of Syphilis, Malaria 
4) Tsoimmunization 

5) Hemosiderosis 


a hereditary basis is so great that whenever we trans- 
fuse blood from one individual into another, we almost 
always give red cells containing blood group antigens 
which the recipient lacks. Theoretically this should 
lead to the frequent formation of blood group anti- 
bodies. In practice, only a few blood group antigens 
appear capable of regularly eliciting the formation of 
isoantibodies. In our own population, it is the anti-A 
and anti-B of the ABO system, and anti-D (anti-Rh.) of 
the Rh system that merit constant concern. 


Tue ABO System 


Most of the serious hemolytic transfusion reactions 
diagnosed result from incompatibility involving the 
ABO system. This is to be expected since the isoanti- 
bodies anti-A and anti-B occur naturally in the plasma 
when the corresponding antigens are not present in 
the erythrocytes. Thus, an individual whose red cells 
lack A has anti-A in his plasma. The familiar scheme 
summarizing the occurrence of antigens and antibodies 
for the four blood groups of the ABO system is found 
in Table 2. Inaccuracies in blood grouping have been 
minimized by improvement in techniques and reagents. 
It is usually errors in identification that lead to adminis- 
tration of blood of an incompatible ABO group. Mix- 
ups of pilot tubes, patients’ blood samples, blood bot- 
tles, and even erroneous identification or mix-ups of 
patients are still too common as sources of hemolytic 
transfusion reactions. 

Since such transfusion reactions are the result of 
human error rather than technical difficulties, no 
amount of advancement in blood grouping technology 
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can eliminate them. Constant vigilance on the part of 
every individual who is responsible for any stage of 
preparation or administration of blood will help reduce 
the number of incompatible transfusion reactions. 

Blood as a therapeutic agent can cause illness or 
death not due to overdosage or unusual individual sus- 
ceptibility on the part of the patient. In this respect it 
is different from most other agents commonly used, and 
its use merits special precautions. 

Hemolytic transfusion reactions due to anti-A or 
anti-B may result either from destruction of the do- 
nated red cells by the patient’s antibodies, or from 
destruction of the patient’s red cells by antibodies in 
the donor plasma. The latter situation, while it is less 
frequent, may be just as serious as the former. 

In civilian practice most patients should be trans- 
fused with blood of their own group. Either in emer- 
gencies or during shortage of blood of a particular 
type, group O blood may be given to persons of group 
A, B, or AB. Group O has therefore been designated 
the “universal donor” group. Group O donors whose 
plasma contains dangerous amounts of anti-A or anti-B 
are appropriately called “‘dangerous universal donors.” 
Blood from such donors transfused into individuals 
other than group O may cause serious destruction of 
the recipient’s red cells, and may lead to reactions ex- 
actly comparable to those due to destruction of do- 
nated cells by recipient’s antibodies. 

Universal donor transfusions can be made safer by 
the practice of partial neutralization of the anti-A and 
anti-B in group O plasma just prior to transfusion. 
Commercial preparations of soluble A and B substances 
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(of animal origin) are available and are added to the 
group O blood. Unfortunately, it seems that they may 
have little helpful effect on the antibodies in the plasma 
of some dangerous universal donors. 


Tue Ru System 


This system of blood group antigens is second in 
importance as a cause of hemolytic complications of 
blood transfusion. There is, however, no need for the 
clinician to master more than a few essential facts 
about the Rh groups. 

For clinical transfusion purposes it is sufficient to 
keep in mind that all human beings can be classified as 
Rh-positive or Rh-negative, according to the reactions 
of their red cells with a single anti-Rh serum. Rh- 
negative persons can be immunized by Rh-positive 
blood, either by pregnancy, transfusion, or intramus- 
cular injection. For transfusion purposes, the Rh type 
of donor and recipient must be known. Rh-negative 
individuals should receive only Rh-negative blood. 
Only in the most dire emergencies should exceptions 
to this last statement be made, and virtually no excep- 
tions should be made in transfusing females. 

In contrast to the normal occurrence of anti-A and 
anti-B, anti-Rh antibodies are found in Rh-negative 
individuals only if they have been immunized by Rh- 
positive blood or pregnancy. Once formed they may 
persist for many years. 

One of the well-established facts about Rh antibod- 
ies is that specialized techniques are frequently re- 
quired for their detection. This results from their oc- 
currence in nonagglutinating form, often referred to 
as “incomplete antibodies.” Most modern blood banks 
are equipped to carry out compatibility tests (cross- 
matching) that will detect such antibodies. Some, how- 
ever, do not routinely do so, but will do so only when 
warned by the clinician that the patient may have been 
immunized by previous transfusion or pregnancy. The 
need for the clinician to take cognizance of the exist- 
ence of incomplete antibodies is emphasized below. 


OrHER Groups 


Occasionally an isoantibody other than anti-A, 
anti-B or anti-Rh will be involved in the destruction of 
red cells. These are of infrequent occurrence, however, 
and are principally confined to patients who have been 
previously transfused or who have borne erythroblas- 
totic infants. When they do occur, however, they may 
cause serious reactions if they go undetected and in- 
compatible blood is administered. Certain of these 
antibodies (such as anti-Kell) occur almost exclusively 
as incomplete antibodies, and their successful detec- 
tion demands that the technique used in the compati- 
bility test (cross-match) be capable of detecting such 
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antibodies. The antiglobulin (Coombs) test has been 
widely recommended and employed for this purpose. 

In Table 3 are listed six of the clinically important 
blood group systems, with an indication of the relative 
clinical importance of the antibodies. 


D1acGnosis OF HEMOLYTIC TRANSFUSION REACTIONS 


A strict definition of a hemolytic transfusion reaction 
is not based upon the occurrence of signs or symptoms. 
Rather, it has been defined as “tthe occurrence of a 
measurable increase in the rate of destruction of the 
red cells of either the donor or the recipient after 
transfusion.” Such a definition includes those cases in 
which a rapid rate of red cell destruction results only 
in failure to maintain the expected rise in hemoglobin 
or hematocrit following transfusion. Careful observa- 
tions after transfusion would undoubtedly increase the 
frequency with which these more subtle reactions are 
diagnosed. When clinical manifestations of hemolytic 
transfusion reactions do occur, they may be extremely 
variable. Furthermore, all outward manifestations may 
be suppressed in patients under general anesthesia. 
With these reservations in mind, we may list the find- 
ings that may accompany rapid hemolysis: 

Clinical findings at the time of reaction 

Chills 

Fever 

Chest pressure or tightness 
Lumbar pain 

Hypotension 

Vascular oozing in surgical patients 

When such signs are noted, the infusion should be 
discontinued at once and laboratory evidence of he- 
molysis should be sought. It is essential that a speci- 
men (10 ml.) of venous blood be drawn, with care to 
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neither A anti-A 
nor B and anti-B 


anti-B 
anti-A 


neither anti-A 
nor anti-B 
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avoid artificial hemolysis in drawing the sample and 
delivering it into a clean dry test tube. The sample is 
centrifuged and the supernatant serum is inspected 
visually. If there is significant hemoglobinemia, the 
serum will be pink or red, and rapid in vivo hemolysis 
can be considered an established fact. If further con- 
firmation is required, the plasma should be re-exam- 
ined four to six hours later. Hemoglobinemia may be 
persistent, or may disappear to be followed by bilirubi- 
nemia. Keep clearly in mind that there may be hemo- 
globinemia without hemoglobinuria, and that a signifi- 
cant though transient rise in serum bilirubin need not 
be accompanied by clinical jaundice. 

When hemoglobin which is liberated into the plasma 
by hemolysis circulates for 6 to 12 hours, it becomes 
attached to serum albumin and oxidized, giving rise to 
a dark pigment called methemalbumin. The presence 
of this is in part responsible for the mahogany or even 
black appearance of plasma in a patient who has had 
massive intravascular hemolysis from any cause. 

In some patients hemoglobinemia may not occur, 
but an increase in serum bilirubin, maximal at four to 
six hours later, may provide good evidence that a hemo- 
lytic reaction has taken place. Further laboratory in- 
vestigation must be carried out in all cases to establish 
the cause of the reaction. This can be done only if 
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adequate specimens are available. We urge that a pr: - 
transfusion sample of the patient’s venous blood }c 
obtained when a transfusion is started, and kept, car: - 
fully identified, in the refrigerator. This sample can 
then be used for comparison with the sample obtain: d 
at the time of the suspected reaction. After compar.i- 
tive examination of the serum, both specimens and tive 
donor bottle should be returned to the blood bank for 
reinvestigation of possible incompatibility. 

Hemolysis may follow administration of poorly pre- 
served blood that has deteriorated through being in- 
adequately refrigerated, frozen, or out-dated. This 
should become evident during the investigation. 

Elucidation of the cause of a transfusion reaction 
serves two important purposes: (1) subsequent trans- 
fusions in the same patient are made safer; (2) if the 
cause is found and corrected, the standards for per- 
formance of transfusion are raised. This increases the 
safety of transfusions for all patients. 


Puases oF HEMOLYTIC REACTIONS 


Three phases of hemolytic reactions are commonly 
distinguished: (1) Phase I—initial hemolytic crisis; 
(2) Phase Il—oliguric period; (3) Phase II1I—diuresis 
or recovery period. 

During Phase I, hypotension may occur, although 


Antibodies 


Important in causing 


Transfusion 


reaction 


anti-A 
anti-B 
anti-D 
other Rh 
antibodies 
anti-Kell 
anti-M 
anti-S 
anti-Duffy 
anti-Lewis 


Kell 

MN-S 
Dufty 
Lewis 


Yes—Commonly 


Yes—Commonly 
Yes—Occasionally 


Yes—Occasionally 
Yes—Rarely 
Yes—Rarely 
Yes—Rarely 
Yes—Rarely 


Others are so rarely important they are not listed here. 


GP Volume Number 6 


: 
2 
| 
i 
ad 
: 
| 
| 
| 
7 
disease 
System of the newborn 
ABO Yes 
ae 
Rh Yes 
Yes 
Yes 
: 
* 
ae Table 3. 
| 
: 


this is variable. If hypotension does occur, and is severe 
or prolonged, transfusion of compatible whole blood 
may be indicated along with other measures used to 
combat shock. Frequently, there is confusion on this 
point, and it is well to emphasize that the occurrence of 
a hemolytic reaction to incompatible blood is not a con- 
traindication to transfusion of compatible blood for the 
treatment of a patient in shock. If the diagnosis is 
established during Phase I, restraint must be exercised, 
lest the patient be flooded with fluids and electrolytes 
that he will be unable to excrete during the subsequent 
period of oliguria. 

Phase II. Occasionally, the diagnosis is suspected 
only after lapse of a few days, and is suggested by 
oliguria and nitrogen retention, reflected in a rising 
concentration of blood urea nitrogen. There are several 
important facts to keep in mind when renal insufficiency 
follows a hemolytic transfusion reaction : 

1. The renal lesion is reversible, and most patients 
will make a complete recovery if properly treated. 

2. The goal of therapy during the oliguric period is 
to sustain the patient until recovery comes about. 
Aggressive therapy directed at “breaking through” the 
renal shutdown may lead to fatal water overload. 

The syndrome of reversible renal damage following 
incompatible transfusion is frequently referred to as 
“lower nephron nephrosis,”” and is characterized by 
decreased ability of the kidney to excrete water, electro- 
lytes and metabolic wastes. 

An adult patient can excrete only about 800 ml. of 
fluid a day from the skin and lungs. It is important, 
therefore, in the oliguric patient, to limit the 24-hour 
fluid intake to this volume, plus a volume equal to that 
lost from the bowel (feces, and any drainage). 

Breakdown of proteins contributes to the metabolic 
disturbances so characteristic of these patients. Logi- 
cally, therefore, the diet or parenteral fluids should be 
protein-free and sufficiently high in calories to sup- 
press breakdown of body tissues. This is difficult to 
achieve, and in practice one only approximates the goal 
of a protein-free, mineral-free intake of fat, carbo- 
hydrate, and water. Oral therapy is preferable and less 
complicated than parenteral therapy in patients who 
are able to tolerate fluids by mouth. 

Attempts to correct abnormalities of acid-base bal- 
ance frequently lead to further difficulties, and are best 
avoided unless hyponatremia and acidosis are of life- 
threatening degree. Potassium retention during pro- 
longed oliguria may lead to cardiac arrest, and patients 
whose serum potassium concentration is progressively 
rising may tax even the most highly specialized hospital 
facilities to tide them over until renal tubular regenera- 
tion occurs and diuresis begins. Special thought should 
be xiven to avoiding administration of foods or solu- 
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tions containing high concentrations of potassium. For 
example, massive penicillin therapy has recently been 
recognized as a potential source of extra potassium. 
Such therapy could add to the existing threat of 
potassium intoxication in some severely oliguric 
patients. 

One of the most valuable guides to therapy is the 
patient’s weight. A patient on the restricted intake 
suggested here should lose weight, and failure to lose a 
small amount of weight each day represents over- 
hydration, and indicates a need for reduction of the 
fluid intake. The importance of fluid restriction is 
brought out by the following case study of the course 
of a serious hemolytic transfusion reaction due to anti- 
Kell. (The antibody had been produced by the patient 
in response to transfusions several years earlier. Its 
presence was not revealed by the usual technique of 
cross-matching routinely used at the time.) 

Illustrative Case. Mrs. C., age 40, received two trans- 
fusions during a colectomy. Mild hypotension was 
noted by the anesthetist. During the first 12 hours post- 
operatively, hypotension was progressive. Intravenous 
fluids and two additional transfusions were given with 
good response. The following morning gross hemo- 
globinemia was noted in a sample of blood submitted 
for determination of the patient’s hematocrit. Urine 
obtained by catheterization revealed marked hemo- 
globinuria. The diagnosis of a hemolytic transfusion re- 
action was clearly established. Repeat cross-match us- 
ing the antiglobulin technique revealed the presence of 
an incomplete antibody, and incompatibility of one of 
the donor bloods given during operation. 

In anticipation of oliguria, an estimate was made of 
the patient’s fluid losses and requirements, and fluid 
intake was restricted to 1500 ml. daily, plus replace- 
ment of the urine volume. Daily urine volume was 400 
to 600 ml. for six days. Minimal edema of the face was 
noted on the seventh day. The patient was weighed 
immediately (by the use of a bed scale), and a seven 
kilogram weight gain (since operation) was noted. 
Fluid intake was promptly curtailed. Diuresis began 
on the ninth day, and the patient made a complete 
recovery. In retrospect it became clear that two fac- 
tors had not received sufficient emphasis: (1) the pa- 
tient’s small size (weight 46 kg.), and (2) a large vol- 
ume (4000 ml.) of fluids given before the diagnosis of a 
transfusion reaction was suspected. _ 

Prompt reduction of fluid intake as soon as it was 
feasible to weigh the patient undoubtedly averted the 
development of pulmonary edema. It should be noted 
that strict limitation of fluid intake did not prevent the 
onset of diuresis at the usual time. 

In young infants and children suffering from this 
kind of temporary renal insufficiency the same general 
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principles of therapy are applicable. The risks of over- 
hydration and electrolyte disturbances are more serious 
threats unless the fluid requirements are carefully 
gauged according to the age and weight of the patient. 
Equally important is the evaluation of the metabolic 
effects of the specific illness upon which the renal 
damage has been impoved. Rarely, patients who are 
not doing well with conservative therapy may be help- 
ed by more drastic procedures, such as hemodialysis 
with the artificial kidney, or peritoneal irrigation. Such 
procedures carry their own inherent hazards, and most 
patients can be managed conservatively. 


Contaminated Blood 


A more uniformly life-threatening reaction following 
transfusion is the type resulting from accidental con- 
tamination of blood with organisms that multiply at 
refrigerator or room temperature. Certain strains grow- 
ing under these conditions produce a powerful toxin. 

When such blood is given, a typical “transfusion 
catastrophe” ensues. The unanesthetized patient may 
complain of headache or fullness in the head and chest 
pain, or nausea and vomiting may occur. Suffusion of 
the skin is an early sign, and the patient may complain 
of feeling hot before he actually has fever. 

Within a few hours, severe chills and fever follow, 


and the blood pressure may fall to shock levels while . 


the skin is still flushed and warm. This state has been 
aptly described as “red shock.” Shock associated with 
loss of vasomotor control may be followed by death 
within a few minutes or after as long as ten days. 
Fatalities have been reported after administration of as 
little as 25 ml. from a contaminated unit of blood. 

Since the initial signs and symptoms may be in- 
distinguishable from those due to hemolytic or “un- 
complicated febrile reactions,” laboratory differentia- 
tion is a matter of extreme urgency, and can be readily 
accomplished. A sample of blood from the donor bottle 
should be examined microscopically for the presence 
of bacteria. Cultures should be made at refrigerator and 
room temperature. (Occasionally the donor blood may 
have an offensive odor, or show hemolysis with a 
violaceous hue. Absence of such changes does not ex- 
clude the presence of dangerous bacterial contamina- 
tion.) A sample of the patient’s blood should be cen- 
trifuged and examined for hemolysis. Regrouping of the 
patient’s blood and blood from the donor bottle should 
be carried out, and the cross-match should be repeated 
to exclude incompatibility. 

When the diagnosis is established, usually by find- 
ing many bacteria in smears of the donor blood, treat- 
ment is directed principally at preventing shock and 
circulatory collapse. An infusion of norepinephrine 


104 


may be helpful, with the rate regulated to maintain 
normal or near normal blood pressure. There is too 
little experience with ACTH or steroids to know 
whether they are helpful in this situation. Antibioti:s 
should be given, although infection of the patient by tlie 
contaminated blood may not be an important factor. 

It has been suggested that examination of a stained 
smear of stored blood should be made immediately 
preceding its administration, especially if the bottle has 
been entered (for any reason) during its storage, since 
such bottles must be considered contaminated. If the 
plasma has been removed in order to prepare con- 
centrated red cell suspensions, these should be used 
within two to four hours, so that bacteria introduced 
into the bottle will have only limited opportunity to 
multiply. Whole blood or concentrated red cell suspen- 
sions should be continuously refrigerated up to the 
time of actual administration. Whenever contaminated 
blood causes a severe reaction, the cause of the con- 
tamination must be investigated and corrected, lest 
other patients be exposed to the same hazard. 


Circulatory (Mechanical) Reactions 


Circulatory Overloading. Complications of blood 
transfusion due to circulatory overloading may be 
caused by too rapid infusion of whole blood, or by 
infusion of too large a volume. In either event the result 
is heart failure. The onset of heart failure may occur 
during the infusion or shortly thereafter, and is mani- 
fested by increased venous pressure and pulmonary 
edema. 

The treatment is the discontinuance of the infusion 
and prompt institution of therapy for heart failure. If 
the patient is recumbent he should be propped up in 
bed. Tourniquets may be applied in rotation to the 
limbs. In some patients phlebotomy may be required, 
and digitalization may be considered necessary if 
improvement is slow. If a patient exhibits any signs of 
circulatory overload during a transfusion (cough, dysp- 
nea), close observation should be maintained for the 
delayed development of pulmonary edema during the 
ensuing 24 hours. 

Most accidents of this type can be averted by careful 
assessment of the patient’s cardiovascular status and 
his specific transfusion requirement. In severely anemic 
patients with diminished cardiac reserve, slow drip 
infusions (not more than 20 drops a minute) of con- 
centrated red cell suspensions are better than whole 
blood transfusions when the objective is solely the 
repair of anemia. It may be helpful to warm the patient 
in order to increase the circulation in the limbs and 
decrease the amount of blood in the pulmonary circula- 
tion. Simply propping the patient in sitting position 
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during transfusion has been found worth while, and is 
recommended. 

Air embolism is usually the result of improperly at- 
tended transfusions in which air has been forced into 
the bottle under pressure in order to force blood into 
the patient. Whenever positive pressure is applied in 
transfusions, a responsible person must be in constant 
attendance. Fatalities have resulted from the entry of 
air into the venous circulation after all of the blood has 
run under pressure. Such accidents are preventable. 

Occasionally blood clots are inadvertently injected 
during transfusion, but only rarely does this cause 
serious accidents. In a patient who is already in a pre- 
carious state from other disease, however, even a small 


embolus may add to his difficulties. 


Homologous Serum Hepatitis 


This remains one of the serious drawbacks to other- 
wise successful transfusion therapy. It appears to be a 
disease of viral origin, distinct from infectious hepatitis, 
and it is increasing in frequency. The disease may be 
transmitted by blood from donors who are entirely 
symptom-free, and who may be chronic carriers of the 
infectious agent. 

Characteristically, there is a long incubation period, 
varying from 40 to 160 days. The disease may be mild 
and of short duration, or in the less fortunate patient, 
it may result in death from hepatic necrosis. Until 
some practical means of killing the virus is found, this 
form of hepatitis cannot be completely avoided as a 
complication of transfusion. 

It is important that persons whose blood has caused 
homologous serum hepatitis be identified and further 
donations rejected. This is usually achieved if the 
occurrence of hepatitis in patients following transfusion 
is reported to the blood bank. This kind of cooperative 
public health endeavor is becoming increasingly im- 
portant in detecting chronic carriers of the infectious 
agent. 


Other Complications 


There are two types of reactions that occur more or 
less commonly, and that are important principally be- 
cause they must be carefully distinguished from the 
serious reactions already discussed. 

Allergic reactions are seldom serious, and are usually 
manifested by the development of hives. Most patients 
respond promptly to the administration of epinephrine. 
Ifan urticarial reaction is severe or fails to subside after 
the injection of epinephrine, the transfusion should be 
stopped. If signs or symptoms of asthma or laryngeal 
edema develop, transfusion must be stopped at once, 
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and epinephrine given. Most patients respond promptly 
to the administration of that drug, and the use of 
ACTH or cortisone has not seemed necessary. 

Febrile Reaction. A more perplexing reaction is the 
development of fever during or after blood transfusion. 
Since fever may be associated with hemolytic reactions 
and those due to massive bacterial contamination, it is 
probably wisest to regard all febrile responses to trans- 
fusion as potentially important. If the patient has not 
been febrile previously, the transfusion should be in- 
terrupted while the investigations for serious reactions 
are conducted. If hemolysis and massive contamina- 
tion are excluded, the transfusion may be resumed if 
the patient is badly in need of blood. 

Many of the causes of uncomplicated febrile reactions 
have been eliminated by the use of disposable trans- 
fusion equipment. It seems probable that minor bac- 
terial contamination is responsible for some febrile 
reactions. In most cases, however, the cause remains 
unexplained. 

There is a small group of patients who seem un- 
usually disposed to develop fever when they are trans- 
fused. It has been demonstrated in some of this group 
that the injection of small amounts of plasma alone 
elicits a febrile response. In transfusing patients known 
to be prone to febrile reactions it is helpful to give a 
sedative prior to the transfusion, and to administer 
aspirin an hour or two before beginning the trans- 
fusion. Both drugs may be repeated during the 
procedure. 

Hemosiderosis is not truly a “transfusion reaction,” 
but may follow the deposition of excessive amounts of 
iron in the tissues, and may therefore develop in 
patients who are repeatedly transfused. As senescent 
red cells are destroyed in the body, iron derived from 
the hemoglobin is retained. Gradually, as the body 
content of iron becomes excessive, the iron may con- 
tribute to damage in a variety of tissues. 

The usual clinical manifestation is the gradual de- 
velopment of dark pigmentation of the skin. This is 
generally seen only in patients who are chronically 
anemic and repeatedly transfused. In caring for such 
patients, the need for continuing transfusions should 
be re-evaluated periodically. In many patients it will 
be found that a moderately severe anemia is surprisingly 
well tolerated without need for repeated transfusions. 

We have dealt here with some of the hazards of blood 
transfusion. Others are listed in Table 1, and still 
others are being delineated by current investigations. 
It has become evident that blood transfusion will 
continue to carry an appreciable calculated risk. In 
this essay, emphasis has been placed on prevention. It 
is hoped this may help the practicing physician add to 
the safety of a valuable form of treatment. 
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Renal Glycosuria 


RENAL GLYCOSURIA is a congenital error in renal func- 
tion with a familial incidence. It is usually discovered 
in the course of investigating an accidentally disclosed 
asymptomatic glycosuria. 

Horowitz and Schwarzer studied two siblings, a 
newborn and a 16-month-old infant with this disease. 
They emphasize that, first of all, the Benedict reaction 
for the detection of glycosuria must be carefully in- 
terpreted, since reducing substances other than glu- 
cose—other saccharides, creatinine, uric acid, homo- 
gentisic acid, ascorbic acid, formaldehyde—can give 
positive reactions. 

When melituria (the presence of sugar in the urine) 
has been established, the type of carbohydrate must be 
identified. Glucose can be identified by the osazone 
and Selivanoff reactions. 

The generally accepted criteria for the diagnosis of 
renal glycosuria were established by Marble in 1932. 
These are: (1) glycosuria without hyperglycemia, in- 
dependent of diet and present in all specimens; (2) 
fasting blood sugar less than 120 mg. per 100 cc., and 
postprandial less than 170 mg.; (3) normal glucose 
tolerance curve with no values over 170 mg. and return 
to control levels in two hours; (4) proof that the sugar 
is glucose; (5) no symptoms of diabetes mellitus; (6) 
no progress toward diabetes mellitus; (7) family his- 
tory of glycosuria; (8) carbohydrate metabolism 
normal as evidenced by a normal respiratory quotient 
and a drop of serum inorganic phosphorus after glu- 
cose ingestion. 

Under normal conditions, glucose is completely 
reabsorbed from the glomerular filtrate in the proximal 
tubules. Phosphorylase is essential for this process. 
The accumulated data indicate that the most likely 
mechanism for renal glycosuria is a lack or an inhibi- 
tion of the phosphorylating process in the proximal 
tubules. 
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Tips from Other Journa's 


The authors emphasize that this is a benign disease 
with a favorable prognosis. Although the incidence of 
diabetes mellitus is known to be higher in families in 
whom renal glycosuria occurs, renal glycosuria does 
not itself transmute or degenerate into true diabetes. 


(J. Pediat., 47: 634, 1955.) 


“Benign” Hypertension 


BuRGEss RENEWS the plea for recognition of patients 
having hypertension that is indeed benign. In his opin- 
ion, this is the common type of arterial hypertension 
and does not require treatment. He strongly deprecates 
the tendency to call a patient’s attention to his blood 
pressure under these circumstances. 

The benign form of hypertension is characterized 
chiefly by the fact that the only “abnormality” is the 
blood pressure reading. Retinal, cardiac, cerebral and 
renal effects are not apparent. 

Over a period of 16 years in his private practice, 
Burgess collected records on 100 patients having the 
kind of hypertension under discussion. They were un- 
selected except that they had survived at least eight 
years. As of 1954, 74 patients had died, 18 were still 
alive, and eight could not be traced. The average dura- 
tion of life for the whole group was 2.7 years below 
expectancy. The commonest cause of death had been 
cardiac, the next commonest cerebral. Among patients 
50 years old or younger when first observed to have 
hypertension, average survival had been to within 7.6 
years of life expectancy. (Ann. Int. Med., 43: 740, 
1955.) 


Newborn Intestinal Atresia 


BENSON HAS OUTLINED a method of treatment for con- 
genital atresia of the small bowel in newborn infants, 
which has produced good results. Fourteen newborn 
patients were operated upon for atresia, with ten sur- 
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vivals. Deaths were due to obstruction from postopera- 
tive adhesions, peritonitis, fistula formation and vol- 
vulus. 

The author believed that these good results in a 
highly fatal condition were due to several factors. In- 
stead of the older methods of exteriorization of the in- 
volved bowel, or side-to-side anastomosis, he recom- 
mended resection of the dilated intestine proximal to 
the atresia, and of the greatly narrowed bowel distal to 
it. The proximal portion was decompressed and the 
distal portion dilated by injecting saline into it until the 
two ends were almost of equal diameter, permitting 
end-to-end anastomosis. He found that patients with- 
stood resection of jejunum better than ileum. Removal 
of 19 to 42 cm. of ileum produced diarrhea, but adjust- 
ment usually took place within three or four months. 
The maximum lengths of small intestine that he felt 
could be removed without ill effects were 42 cm. of 
ileum and 89 cm. of jejunum. 

Five of the newborns had perforation of the intestine. 
Three of these survived, including two prematures. 
Perforated lesions were likely to produce adhesions and 
obstruction in the postoperative period. (Ann. Surg., 
142:478, 1955.) 


Visceral Injury in Abdominal Trauma 


SCHLOSSER AND HarKINs reported eight cases of visceral 
injury due to nonpenetrating abdominal trauma. Three 
followed beatings; three, automobile accidents; one, a 
fall and one, a blow with a hockey stick. The patients 
varied from 24 to 72 years of age. The intestine was 
perforated in all instances, and in addition the liver, 
spleen, renal vein and diaphragm were injured in one 
patient. In two, the retroperitoneal duodenum was 
lacerated. 

Some of the patients developed signs so obvious that 
few laboratory or roentgenologic studies were neces- 
sary, and exploration was mandatory. In others many 
studies were required, including repeated hematocrit 
and white blood cell counts, inlying bladder catheter 
studies repeated at intervals, serum amylase and urine 
diastase tests to detect pancreatic injury, and bilirubin 
levels in cases of liver damage. Chest roentgenograms 
and flat, upright and left decubitus films of the abdo- 
men (including the pelvis) were found to be essential. 
Retroperitoneal rupture of the duodenum sometimes 
was detected because of diffuse retroperitoneal gas or 
gas along the psoas shadows. The injection of a small 
quantity of Lipiodol through an inlying gastric tube 
sometimes showed a duodenal laceration not otherwise 
detectable. 

The authors stated that the treatment of traumatic 
pencreatitis is not unequivocally established. Con- 
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servative treatment was recommended in some cases, 
although the danger of secondary hemorrhage was 
noted. If pancreatic damage is found during lapar- 
otomy, they stated, drainage should be instituted. 

Whenever reasonable doubt of visceral injury is 
present following nonpenetrating abdominal trauma, 
the authors emphasized that it is better to explore than 
to procrastinate. (Am. Surgeon, 21: 1182, 1955) 


Surgical Relief of Angina Pectoris 


HarKEN and associates comment that three general 
methods have been applied for relief of patients having 
intractable angina pectoris. These are (1) lowering of 
metabolic load (example: thyroid suppression), (2) 
interruption of sensory nerve pathways, (3) creation 
surgically of new coronary channels. 

The authors have devised a simplified approach to 
the third method. It consists of removal of the epicardi- 
um by means of 95 per cent phenol, application of talc, 
and attachment of the lingula of the lung to the 
denuded myocardium. 

The purpose of the operation ostensibly would be 
to increase inflow of blood to the myocardium from 
extracardiac sources. In an experience with 18 patients 
having intractable angina pectoris, Harken’s group do 
not propose that such revascularization of the heart 
has been proved. However, the results, in terms of re- 
lief of pain have been quite good (see accompanying 
diagram). (Circulation, 12:955, 1955.) 
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| 
IN 18 PATIENTS 
| 
HAVING INTRACTABLE ANGINA 


Death in 2 months. 


Pain not fully relieved. 
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Hormone Therapy in Viral Hepatitis 


Evans and his associates administered cortisone orally 
to 22 patients having acute viral hepatitis. Large 
amounts of gamma globulin were also given intra- 
muscularly at the beginning and end of hormonal 
therapy. Comparisons were made with other patients 
collected in previous studies by the authors. 

Although oral cortisone caused a rapid initial drop 
in serum bilirubin, the total duration of illness was 
not significantly influenced. The duration of illness 
was measured by the day of disease on which the total 
serum bilirubin reached normal and the bromsulfalein 
retention reached 10 per cent or less. 

Previous studies had indicated a higher relapse rate 
when hepatitis was treated with ACTH or cortisone 
presumably because of the interrupted development 
of immune responses. It was for this reason that gamma 
globulin was given concurrently. Gamma globulin 
failed to influence the relapse rate. 

Because cortisone does not shorten the duration 
of disease sufficiently and because of the increased 
risk of relapse following its use, the authors do not 
recommend steroid therapy for the routine treatment 
of viral hepatitis. However, in the treatment of severe 
and progressive viral hepatitis, a further trial with 
steroid therapy is indicated. (Am. J. Med., 19:783, 
1955.) 


Anemia Associated with Carcinoma 


Hyman AnD Harvey studied 45 patients with proved 
advanced carcinoma in an attempt to determine the 
pathogenesis of their previously unexplained anemia. 
Routine clinical-pathologic tests gave little indica- 
tions of increased hemolysis. The only abnormalities 
found were a slight elevation of the reticulocyte level 
in one-half of the patients, an elevation of fecal uro- 
bilinogen in two patients and a mild increase in the 
erythrocyte mechanical fragility and in the urinary 
urobilinogen in one-fourth of the patients. The vast 
majority of patients showed either no evidence or 
very slight evidence of the increased hemolysis re- 
vealed by more refined studies. The use of the Ashby 
technique for study of the red cell life span demon- 
strated a considerable acceleration of the destruction 
of the transfused normal cells. Normal marrow activity 
was found even in the face of marrow invasion by 
tumor cells. Studies using radioactive iron indicated 
that these patients manifested a normal or increased 
state of erythropoiesis. 

Thus, the major factor in the anemia of advanced 
cancer is an increase in hemolytic activity. In response 
to this increase in hemolysis, the majority of these 
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patients exhibited normal or increased erythropoieti: 
activity that was, however, inadequate to prevent th: 
development of anemia. (Am. J. Med., 19:350, 1955.) 


Agranulocytosis from Chlorpromazine 


AMONG THE 1,000 PATIENTS who were treated wit!) 
chlorpromazine for various psychotic states, three de- 
veloped agranulocytosis while under the observation 
of Goldman. These patients had severe sore throat, 
absence of leukocytes of the granulocytic series in the 
acute stage of the condition, and clearly defined 
necrotic lesions. The patients recovered following the 
use of large doses of antibiotics as well as corti- 
cotrophin to stimulate production of the neutrophilic 
granulocytes by the bone marrow. 

In an addendum to this paper, the author discusses 
a fourth patient suffering from agranulocytosis from 
the use of chlorpromazine. This patient died on the 
third day after recognition of the illness. (Arch. Int. 
Med., 96 :496, 1955.) 


Control of Bleeding Ulcer 


ALBRIGHT AND KERR suggested a simple method of 
surgical therapy for bleeding duodenal ulcers, in poor- 
risk patients, and reported the results of its use in 
seven cases. In individuals with uncontrollable bleed- 
ing, who constitute the greatest surgical hazard, they 
recommended that simple suturing of the bleeding 
ulcer bed be carried out rather than gastrectomy. They 
performed this procedure through a left paramedian 
incision which, at its lower end, extended around the 
right side of the umbilicus. The stomach was opened 
longitudinally, the incision extending through all 
layers of the stomach, pylorus and duodenum. Sev- 
eral figure-of-eight cotton sutures were placed in the 
ulcer bed until bleeding was adequately controlled. 
The duodenal end of the incision was then closed 
transversely and the gastric end longitudinally. This 
prevented any obstruction at the suture line. 

The authors reported the use of this method in sev- 
en cases. All patients were over 45 years of age, and 
four were over 55. There was one fatality in a 67- 
year-old man whose admission systolic blood pressure 
was 40 mm. Hg. Death followed a recurrence of 
melena and a fall in blood pressure. All other patients 
survived and had no recurrence of bleeding. Four 
required later definitive surgery. 

This procedure was recommended as a satisfactory 
method for controlling blood loss in poorest risk pa- 
tients because it was thought to be much safer than 
subtotal gastrectomy with or without excision of the 
ulcer. (Arch. Surg., 71:803, 1955.) 
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Anatomy of the Pancreas 


KLEITSCH STUDIED the anatomy of the pancreatic ducts 
by gross dissection or by clearing and injection in 48 
autopsy specimens. The work was performed in an 
endeavor to explain the cause of postgastrectomy com- 
plications, particularly periduodenal stump abscesses, 
blowouts, and postoperative peritonitis. 

The ampulla of Vater was found to be the major 
exit port for pancreatic secretion in 90 per cent of 
persons. In 70 per cent, however, the accessory papilla 
was also patent and able to transmit various amounts of 
secretion, up to most of the gland output. In 10 
per cent of persons, the accessory pancreatic duct was 
the exit for most of the pancreatic secretion. The 
accessory ampulla was situated in the second portion 
of the duodenum, well above the ampulla of Vater, 
in an area easily susceptible to injury during the 
performance of a gastrectomy. 

It was apparent from the dissections that the appear- 
ance of the intact gland could not be used as a guide 
to the recognition of the presence of an accessory duct. 
The author therefore established auxiliary landmarks 
for the protection of such a duct from injury. He found 
that the duodenal bulb could regularly be separated 
from the pancreas without endangering important 
structures. The distal end of the bulb, however, 
marked the area where duodenum and pancreas be- 
came inseparably bound together. This area of duo- 
denal pancreatic symphysis extended to the ampulla 
of Vater. 

Practically, the distal end of the bulb could be iden- 
tified as that point where the gastroduodenal artery 
passed below and the common bile duct behind the 
duodenum. It is not safe to dissect duodenum from 
pancreas beyond this point, to the ampulla of Vater. 
(Arch. Surg., 71:795, 1955.) 


Surgical Parotitis 


ROBINSON REVIEWED the cases of postoperative parotitis 
at Barnes Hospital in St. Louis from 1921 to 1952, 
and found a remarkable decrease both in incidence and 
in mortality during those years. The time was divided 
into four periods and the incidence and mortality com- 
pared for each (see accompanying diagram). 

A high incidence of 3.68 cases per 10,000 hospital 
admissions, from 1921 to 1927 inclusive, occurred when 
treatment was centered about increasing the salivary 
flow with the local application of hot or cold packs to 
the gland. During those years, the mortality was 87.6 
per cent. From 1928 to 1937 there was little change in 
the number of cases, but with the advent of radiation 
therapy, the mortality fell to 33.3 per cent. During the 
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sulfonamide period, the incidence fell to 1.82 per 10,000 
admissions and the mortality to 25 per cent. From 
1943 to 1952, in the era of penicillin and other anti- 
biotics, the incidence dropped to 0.173 per 10,000 ad- 
missions and the mortality to zero. 

The authors stated that the etiology of this condi- 
tion has remained obscure, but a dry mouth has been 
an associated, if not a causative factor. With the loss 
of the bacteriostatic effect of saliva, bacteria presumably 
ascend from the mouth through the duct to the parotid 
gland. In cultures taken from the gland and duct, 
staphylococci have been found more often than any 
other organism. 

Robinson stated that although radiation has been 
an effective form of therapy, surgical parotitis has al- 
most vanished, due chiefly to prophylactic postopera- 
tive antibiotic therapy. (Surgery, 38:703, 1955.) 
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Antidiuretic Effects of Anesthetic Agents 


BACHMAN sTupIED the antidiuretic effects of various 
anesthetic agents on experimental animals. Using 
mongrel dogs, a tube was placed in the bladder and 20 
cc. of water per kilo was instilled into the stomach. 
When diuresis had been established, the dogs were 
subjected to various anesthetic drugs. 

Thiopental, even in very large doses, failed to pro- 
duce an antidiuretic effect under the conditions of the 
experiment. Ether, induced after thiopental by closed 
inhalation, produced an antidiuretic effect in ten ex- 
periments. The strength of the effect seemed to vary 
with the depth of anesthesia. It required deep planes 
of anesthesia and disappeared very rapidly as anes- 
thesia lightened. Similar antidiuresis followed the use 
of cyclopropane and morphine with phenobarbital. 

In six of the same dogs, high pituitary stalk and 
hypothalamic tract sections were then performed by 
the oral route. Within 30 days four of the animals had 
severe diabetes insipidus. Similar experiments were 
carried out with the same anesthetic agents. The anti- 
diuretic effects of ether, cyclopropane and morphine 
and pentobarbital were the same as in normal animals. 

The authors thought that their evidence did not 
support the hypothesis that anesthetic agents them- 
selves might be responsible for the prolonged anti- 
diuretic effect seen occasionally during the postopera- 
tive period. They suggested, however, that the surgical 
operation itself might add the stimulus for such a per- 
sistent antidiuresis, leading in some cases to water 
retention. (Anesthesiology, 16:939, 1955.) 


Shock in Hepatic Necrosis 


State and Lichtenstein performed studies on experi- 
mental animals in an endeavor to find the cause of 
shock in hepatic necrosis. Possible etiologic factors 
considered were pooling of blood in the portal circula- 
tion, elaboration of a vasodepressor substance, produc- 
tion of a bacterial factor, and decrease in the effective 
blood volume due to hemorrhage into the hypoxic 
liver. Liver necrosis was induced by injection of carbon 
tetrachloride into the portal vein, or by production of 
liver hypoxia by temporary occlusion of the hepatic 
artery and hepatic veins and diversion of portal vein 
blood into the vena cava. The hypoxia method was 
found to be more satisfactory. : 

When all blood flow to and from the liver was inter- 
rupted for a period of 15% hours, release of the hepatic 
veins alone resulted in a slight fall in systemic blood 
pressure. Perfusion of the liver with saline, with the 
arterial supply occluded, did not affect the blood 
pressure. This was thought to indicate that a vaso- 
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depressor substance formed in the hypoxic liver wa, 
not an important factor in the production of hypo- 
tension. 

If, after releasing the hepatic veins and perfusing tlic 
liver with saline, the hepatic artery was released, thei 
was a rapid fall in systemic arterial pressure followed 
by death. 

The authors stated that their experiments indicated 
that decrease in the effective circulating blood by 
hemorrhage into the hypoxic liver from the hepatic 
artery was the most significant cause of hypotension in 
liver necrosis induced by their method. (Surgery, 39: 
12, 1956.) 


Hemorrhage in Radiation Sickness 


IN A REVIEW of medical writings on the pathogenesis of 
the hemorrhagic state in radiation sickness, Upton 
concluded that the most important single etiologic fac- 
tor is thrombocytopenia. There is also a vascular de- 
fect that comes to light clinically as a positive. tourni- 
quet test. Finally, there have been reports of disturb- 
ances of other factors that are important in hemostasis. 
Problems of appraisal of all factors are related to varia- 
tions in species reactivity to radiation and in dosage of 
radiation. (Blood, 10: 1156, 1955.) 


Acrodermatitis Enteropathica 


ACRODERMATITIS ENTEROPATHICA was first described in 
1942 by Danbolt and Closs. This previously lethal dis- 
ease develops in infancy and is characterized by the ap- 
pearance of vesiculo-pustulo-bullous plaques about the 
mucocutaneous orifices and on the peripheral areas of 
the extremities. Nails are distorted and sometimes lost. 
During exacerbations, the cutaneous lesions become 
inflamed. In addition to the skin findings, the typical 
picture of a severe celiac syndrome occurs. 

The observation has been made that this disease be- 
comes full-blown only after breast milk has been with- 
drawn, and that temporary remissions can be produced 
by introducing breast milk into the diet. 

The etiology of this disease remains obscure. Evi- 
dence points to a recessive mode of transmission. In 
four reported cases, consanguinity was a factor. The 
usual erroneous diagnoses initially include generalized 
moniliasis, or epidermolysis bullosa. 

Vedder reports the occurrence of this disease in five 
out of 12 siblings. One patient died, one had complete 
disappearance of the disease with the menarche. Three 
had complete control of symptoms when treated with 
diiodohydroxyquinoline (Diodoquin). This drug has 
never failed to clear the skin lesions promptly, in the 
experience of several authors. Vedder points out the 
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difficulty in understanding how a drug that exerts an 
antibacterial and antiparasitic action in the intestinal 
tract can be so beneficial in a hereditary congenital dis- 
order. However, no studies have indicated an infec- 
tious etiology. 

It is clear that the drug does not cure the basic de- 
fect. If the drug was stopped during an exacerbation 
period, all symptoms promptly reappeared. It is likely 
that this disease is not so rare as the literature would 
indicate. Correct diagnosis at an early date is essential 
because successful treatment is now available. (J. 
Pediat., 48: 212, 1956.) 


Biliary Tract Cancer 


GLENN AND Hut reported the results of treatment of 90 
cases of cancer of the extrahepatic biliary tract. These 
occurred among a large group of patients undergoing 
surgery for biliary tract disease. Cancer of the biliary 
tract was found in 0.2 per cent of such operations per- 
formed in patients less than 50 years of age, in less than 
10 per cent of those 65 to 74 years of age and in more 
than 11 per cent of those over 75 years of age. 

Symptoms of carcinoma of the gallbladder were 
similar to those of chronic benign cholecystitis. Early 
diagnosis of these tumors was not aided by early roent- 
genographic studies. It was found difficult to recognize 
carcinoma on routine cholecystectomy, especially in 
cases of acute cholecystitis. The authors recommended 
elective cholecystectomy for symptomatic or asympto- 
matic chronic cholecystitis in order to decrease the 
incidence of ultimate cancer. 

Only 22 per cent of patients with carcinoma of the 
extrahepatic bile ducts had preoperative symptoms 
referable to chronic biliary tract disease. The early 
occurrence of jaundice did not help to increase resec- 
tability. Radical techniques were not recommended in 
bile duct cancer except under very unusual circum- 
stances, because of its tendency to rapid local exten- 
sion. 

Radical pancreaticoduodenectomy was performed 
on 14 patients with carcinoma of the ampulla of Vater. 
Of these, 21 per cent survived for five years. (Cancer, 
8: 1218, 1955.) 


Effect of Exercise on Serum Cholesterol 


Krys, Anderson and Mickelsen compared results of 
serum cholesterol estimations done under varying con- 
ditions in clinically healthy men. It was found that 
postprandial values were significantly higher than val- 
ues obtained in the fasting state or in the basal state. 
However, the postprandial rise did not occur when the 
meal was followed by moderately vigorous exercise 
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POSTPEANDIAL CHANGES IN SERUM CHOLESTEROL 


iN CLINICALLY HEALTHY MEN. 
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Mean change 
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(no exercise) 


(walking on a treadmill, working in the garden). In- 
stead, the mean value tended to be lower than the basal 
level (see accompanying illustration). The authors con- 
cluded that these results suggest a reason for part of 
the difference in susceptibility to coronary atheroma- 
tosis that is reported in comparisons between active 
and sedentary men. (Science, 123:29, 1955.) 


Sodium Restriction in Malignant Hypertension 


A LARGE Bopy of evidence has accumulated to show 
that stringent restriction of sodium intake has an 
antihypertensive effect in patients having high blood 
pressure. However, in a study reported by Perera, 
blood pressure levels in six patients having “malig- 
nant” essential hypertension were not favorably in- 
fluenced by restriction of sodium intake to less than 
250 mg. daily. This result contrasted with the author’s 
previous experience with patients having essential 
hypertension in a nonmalignant phase, in whom a 
similar diet lowered blood pressure readings. 
Perera’s experiment with “malignant” hypertension 
was limited to a two-week period of salt restriction. He 
admitted that longer periods of restriction might have 
provided other results. However, he was more inclined 
to suppose that pressor mechanisms in “malignant”’ 
hypertension sometimes differ from those in uncom- 
plicated hypertensive states. (Ann. Int. Med., 43: 
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Poliomyelitis in Pregnancy 


SIEGEL AND GREENBERG in a study of the incidence of 
poliomyelitis in pregnancy noted its relation to ma- 
ternal age, parity and gestational period. The results 
obtained indicate an increased incidence of poliomye- 
litis of about 60 per cent in women who are pregnant. 
The incidence was highest in the age group between 
15 and 19, next highest in the age group 20 to 29 and 
lowest in the age group 30 to 39. The incidence de- 
clined less sharply with age in the pregnant group. 
The attack rate of clinical infection was higher in 
pregnant women with previous live births than those 
without previous live births. Most of the cases, para- 
lytic as well as nonparalytic, had their onset between 
the third and fifth months of pregnancy. The increase 
in incidence during pregnancy appeared to be limited 
to nonparalytic and spinal paralytic cases whereas the 
frequency of bulbar cases seemed to be reduced. The 
over-all reduction in bulbar paralysis was about 30 per 
cent. 

Since deaths occur most commonly in bulbar 
cases, it was not surprising that the mortality rate was 
reduced in pregnant women. (New England J. Med., 
253 :841, 1955.) 


Whereto Tuberculosis? 


Dro.et anD analyzed the tuberculosis mor- 
tality and morbidity for the first seven years of the 
antimicrobial era, 1947 to 1953. These seven years 
have marked the most rapid decline in tuberculosis 
mortality the world has ever seen. In 30 countries and 
the commonwealth of Puerto Rico, the decline in the 
tuberculosis mortality has ranged from 38 per cent to 
83 per cent. 

As a matter of fact, in 23 of the countries, the de- 
cline in tuberculosis mortality during the above years 
has exceeded 60 per cent. 

The rapid acceleration in the fall of the tuberculosis 
death rate is due primarily to improvement in the 
treatment of tuberculosis because of the availability of 
the antimicrobial drugs and more successful thoracic 
surgery. 

Although mortality has been declining rapidly, the 
incidence of tuberculosis or the number of new cases 
is not showing the same rate of reduction. Specific 
preventive measures and improvement of socioeco- 
nomic factors are still lagging behind and are respon- 
sible for the failure of morbidity to decline in pace with 
the declining mortality. 

In some countries, as a matter of fact, there is record 
of an actual increase of morbidity during the period 
under consideration. 
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A third index that may be used with reference to the 
incidence or prevalence of tuberculosis is the extent of 
infection as revealed by tuberculin tests. Tuberculin 
tests in various parts of the world show that boys an< 
girls at age 15 still react positively in rates from 12 per 
cent in Lebanon or 18 per cent in rural Eire to 85 per 
cent in Polish cities. Available figures indicate a de- 
cided decrease in the number of positive tuberculin 
reactions in the youth of the United States. In 1954, 
among some 150,000 recruits in the United States 
Navy and Marine Corps, 95 per cent reacted negatively 
to the tuberculin test. 

It should not be concluded that tuberculosis is no 
longer a major health problem. During 1953, in the 
United States, the British Isles, France and Germany, 
340,416 new cases were reported. If to this are added 
old and previously known cases, it can readily be seen 
that in just these four countries, there were in that 
year more than one million known cases of active tu- 


berculosis. (Am. Rev. Tuberc., 72:419, 1955.) 


Paralyzed Diaphragm Due to Serum Neuritis 


SMITH AND SMITH report four cases of paralysis of half 
of the diaphragm occurring as a complication of tet- 
anus antitoxin serum neuritis. Three of the patients 
had typical urticaria and serum sickness preceding 
the serum neuritis. Two patients have shown consid- 
erable improvement in diaphragmatic function at the 
end of three and five years respectively. (Am. J. Med., 
19:808, 1955.) 


Glomus Tumors 


Horton and associates reported 25 cases of glomus 
tumors treated at Duke University Hospital from 1944 
to 1954 inclusive, and described the characteristics of 
these lesions. Arising in glomic structures of the nor- 
mal skin, they revealed on microscopic study a tangled 
mass of endothelial-lined channels of various diameters 
with walls composed of layers of glomal cells. Large 
epithelioid glomal cells were present, with myelinated 
and nonmyelinated nerve fibers in direct continuity 
with the cytoplasm. 

Clinically, most of the tumors were deep red to pur- 
ple or blue. They were usually small (rarely more than 
2 to 5 mm. in size) and appeared as slightly raised, ten- 
der, subcutaneous nodules. A favorite location was in 
the subungual area. Often the tumors were so small 
that they were missed on inspection or palpation. Only 
the severe, persistent pain localized in a minute area 
led to a diagnosis (by excision and microscopic exam- 
ination). In a high percentage of cases, glomus tumor 
pain was present and was pathognomonic. There was 
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exquisite tenderness to touch. Severe, lancinating or 
radiating pain tended to recur with temperature 
changes or with shifting of the position of the lesion. 
Increased sweating was common. When the tumor was 
subungual, the nail was frequently thickened and 
ridged. Local erosion of bone was not uncommon. 

The authors recommended surgical excision as the 
only effective treatment. They stressed the importance 
of microscopic examination to rule out the presence of 
hemangiopericytoma. 

Should the latter tumor be found, a wider local exci- 
sion was advised, since these neoplasms occasionally 
invade locally and metastasize. (Arch. Surg., 71:712, 
1955.) 


Lente Insulin 


LENTE INSULIN is prepared by adding small amounts of 
zinc to insulin in which acetate is used as a buffer. The 
resulting compound is relatively insoluble at the pH 


of the blood and therefore has a prolonged hypogly- 
cemic effect after subcutaneous injection. 

Slayton, Burrows and Marble evaluated the effect of 
lente insulin in a group of 57 diabetic boys. They 
found that the new compound is almost identical in 
action to isophane (NPH) insulin (see accompanying 
illustration) . 

As in the case of NPH insulin, small amounts of 
crystalline insulin can be given in the same syringe 
with lente insulin, with the result that the rapid action 
of the crystalline insulin is retained. 

For practical purposes, the authors saw no reason 
to replace NPH insulin with lente insulin for patients 
who are doing well on the older compound. The new 
compound is a simple product (containing no added 
protamine or globin), and the authors found use for it 
mainly in new patients, in those having reactions to 
other types of insulin and in those having difficulty in 
maintaining control with other insulin. (New England 
J. Med., 253:722, 1955.) 


COMPARISON OF THE EFFECT OF IDENTICAL BOSES OF MPH INSULIN 
AND LENTE ENSULIN, SHOWING THE AVERAGE BLOOD SUGAR VALUES 


iM 23 DIABETIC BOYS AFTER SINGLE INJECTIONS OF THE TWO TYPES OF INSULIN 
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Polycythemia and Anoxemia 


Ratro and his associates performed complete pul- 
monary function studies on a polycythemic patient 
who also had anoxemia and carbon dioxide retention. 
The studies showed that the only abnormality was an 
inability to ventilate sufficiently to arterialize the 
venous blood. A diagnosis of specific depression of the 
medullary respiratory center was made, and it was 
suggested that the central lesion might have been re- 
lated to thromboses secondary to the polycythemia. 

The authors also reported briefly on 24 other patients 
with polycythemia vera who had little or no arterial 
anoxemia or pulmonary disorders. They stressed that 
anoxemia secondary to polycythemia vera is uncom- 
mon in spite of recent reports to the contrary. In their 
experience with patients having chronic pulmonary 
disease with anoxemia and secondary polycythemia, 
the hemoglobin value rarely exceeded 16.5 grams and 
the hematocrit usually did not exceed 55 per cent. 

On clinical grounds alone, therefore, if a venous 
arterial shunt can be excluded, the diagnosis of poly- 
cythemia vera is likely in any patient who has a 
hematocrit greater than 60 per cent and a hemo- 
globin greater than’ 17 grams per 100 cc. (Am. J. 
Med., 19:958, 1955.) 


Absence of Hypertension in Cirrhotics 


OTHER REPORTS having indicated that hypertension 
tends to be prevented or ameliorated by liver disease, 
Loyke reinvestigated the problemi in 504 cases of cir- 
rhosis of the liver. He confirmed that hypertension 
usually does not occur in the presence of cirrhosis. 

However, in the presence of renal disease or of 
“stressful stimulation,” cirrhotics did show hyperten- 
sion. For that reason, the author suggested that the 
renal and neurogenic mechanisms capable of elevating 
blood pressure remain intact. 

Most meaningful of all, it was found that hyperten- 
sive patients showed a return of blood pressure to nor- 
mal when they developed cirrhosis. The change in 
blood pressure levels was coincidental with a reversal 
of the A/G ratio. Loyke speculated that an abnormal 
globulin might be necessary for the maintenance of 
hypertension or that an abnormal globulin had the 
ability to block a hypertensive substance. (Am. J. M. 
Sc., 230: 627, 1955.) 


Anaphylactic Reactions to Penicillin 


THE RISK of anaphylactic reactions to penicillin was 
re-emphasized by Peters, Henderson and Prickman in 
a report of four cases. Three of the four patients had 
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developed anaphylaxis after oral administration of t).- 
drug. Those three patients recovered. The fourth po- 
tient died of anaphylactic shock following an intr.:- 
muscular injection of penicillin. 
As suggested by Peters’ group, the management «{ 
this problem can be outlined as follows: 
I. Contraindications to penicillin 
A. Definite history of previous reaction to the 
drug (hives, itching, a rash, choking or 
burning sensations, joint swelling, fainting) 
B. Doubtful history of previous reaction plus 
positive skin test 
C. History of asthma or hay fever plus positive 
skin test 
. Penicillin to be used with precautions 
A. Doubtful history of previous reaction plus 
doubtful or negative skin test 
B. History of asthma or hay fever plus doubtful 
or negative skin test 
. Precautions to be observed under conditions of 
A. Materials at hand at time of injection of 
penicillin 
Epinephrine (1:1,000) 
Tourniquet 
Intravenous equipment 
Antihistamine drug 
Aminophylline 
. Oxygen 
B. Site of injection (upper arm) 
. Treatment of anaphylactic reaction 
A. Application of tourniquet above site of in- 
jection of penicillin 
B. Epinephrine administration 
1. 0.5 cc. at site of penicillin reaction 
2. 0.5 cc. in other arm 
. Oxygen administration 
. Intravenous infusion for administration of 
other drugs (vasopressor agents, antihista- 
mines, aminophylline, corticotropin or cor- 
tisone) 
. Prevention of subsequent reactions 
A. Instructions to patient 
B. Metal tag to be worn by patient, warning of 
sensitivity to penicillin 


(Proc. Staff Meet., Mayo Clin., 30: 634, 1955.) 


Renal Vein Thrombosis in Children 


Most cases of unilateral renal vein thrombosis occur 
in the first two months of life. Although an uncommon 
lesion, it may be cured if recognized and treated early 
enough. Usually, this lesion appears in patients with 
dehydration associated with infection. In most cases, it 
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starts primarily in a renal vein, although an occasional 
case is the result of a thrombus extending into the 
renal vein from the inferior vena cava. In an infant with 
infection and dehydration, ‘this lesion should be 
thought of when a mass suddenly appears in either 
kidney region, associated with blood in the urine. 

Traggis and Ellison report the case of a 17-day-old 
infant with vomiting and dehydration. In the right 
flank was a mass, 2 by 3 inches. Urine revealed albu- 
minuria and microscopic hematuria. Intravenous pye- 
logram revealed a normal left kidney, and a nonfunc- 
tioning right kidney. The preoperative diagnosis was 
Wilm’s tumor. 

Exploratory operation revealed a hemorrhagic mass 
in the right flank. The entire right renal vein contained 
a firm thrombus. The right kidney was removed and 
found to contain multiple thrombi. After a brief period 
of shock, the patient’s postoperative course was un- 
eventful. One year later, the only abnormality noted 
was occasional edema of the right leg. (J. Pediat., 
48:229, 1956.) 


Gastric Complications of Head and Neck Cancer 


RASMUSSEN AND BowDEN, on reviewing all cases of head 
and neck cancer at Memorial Hospital over a five-year 
period, found a high incidence of gastric complica- 
tions. These included massive and subacute gastric 
hemorrhage, perforation, persistent epigastric distress 
and hiatus hernia. These complications were four 
times as frequent as in a similar series of patients from 
other services used as a control group. There were six 
deaths among the group of 30 patients, all six due to 
massive gastrointestinal hemorrhage. 

The authors blamed these gastrointestinal compli- 
cations upon the methods of treatment used for the 
head and neck tumors. Frequent suctioning of the 
trachea, with spasmodic coughing, would cause violent 
diaphragmatic contractions and sudden changes in 
intraabdominal pressure. This might explain pain 
from incarceration of a portion of stomach in a hiatus 
hernia, bleeding or perforation in acute gastroduode- 
nal ulcers, or rupture of pre-existing esophageal 
varices. Apprehension and emotional strain about the 
diagnosis were considered of possible importance in 
producing stress ulceration. It was also suggested that 
alcoholism played a part in some patients with head 
and neck cancer. (Cancer, 8:1185, 1956.) 


Risk of Reserpine in Peptic Ulcer Patients 


Bor RESERPINE and chlorpromazine are enjoying wide 
popularity as tranquilizing agents in various psychiatric 
disorders. To some extent these drugs are being used 
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CONTRAST IN EFFECTS OF RESERPINE 


interchangeably, and sometimes they are being given in 
combination. Haverback and associates recently warned 
that some discrimination in choice of these drugs may 
be dictated by their differing effects on the gastroin- 
testinal tract. 

In experiments on humans, it was found that res- 
erpine increased the volume and free acidity of gastric 
secretion. This effect was greater when the drug was 
given in a dose of 1 to 2 mg. intravenously than with 
oral doses of 1 to 1.5 mg. twice daily. Although such 
doses are larger than would be used for treatment of 
hypertension, they are in line with doses currently 
used in psychiatric disorders. A single 50-mg. intra- 
muscular dose of chlorpromazine had a somewhat op- 
posite effect—reduced the volume of gastric secretion 
without a significant change in gastric acidity (see ac- 
companying diagram). 

On the basis of these results, the authors suggested 
that reserpine should be used cautiously in patients in 
whom an increase in gastric secretory activity might 
have a detrimental effect. They had in mind particu- 
larly patients having peptic ulcer. (Am. J. M. Sc., 
230 :601, 1955.) 
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Extradural Hemorrhage 


ScHNEIDER and Tytus, deploring the high mortality 
rate of extradural hemorrhage, which varies from 40 to 
50 per cent, have pointed out a number of factors that 
are responsible for it. In a society in which 35,000 indi- 
viduals are killed annually in traffic accidents alone, 
they stressed the importance of inculcating in all 
physicians a high index of suspicion that extradural 
hemorrhage may exist in any head injury. The im- 
portance of suspecting extradural hemorrhage in the 
presence ofan apparently minor injury was emphasized. 
The significance of the temporal lobe or tentorial pres- 
sure cone, evidenced by an ipsilateral dilated pupil, 
downward and outward movement of the eye, and even- 
tually, ptosis, was noted. 

The authors further stated that the decerebrate rigid- 
ity pattern may result from extradural hemorrhage; 
that massive, fatal hemorrhage may occur without sig- 
nificant change in vital signs in the presence of profuse 
otorrhea or rhinorrhea; and that extradural hema- 
tomas of the posterior fossa should be suspected when 
the lambdoid suture is separated, or a fracture traverses 
the transverse sinus. They stated that subdural, sub- 
arachnoid, or intracerebral hematomas may be present 
as well as extradural hemorrhage, and reported two 
cases in which extradural hemorrhage occurred as a 
complication of otologic and rhinologic infection, re- 
spectively. (Ann. Surg., 142:938, 1955.) 


Adamantinoma 


Bonta and James reported four cases of adamantinoma 
involving the mandible and discussed the characteris- 
tics of these neoplasms. These epithelial tumors arise 
from the ameloblastic layer of the tooth follicle, in the 
mandible or maxilla. The authors stated that they are 
principally benign but have a tendency to recur locally 
after incomplete removal. Rarely they have been re- 
ported to metastasize to the lungs. 

The tumors most often appeared near the ramus of 
the mandible as small, slowly growing masses, painless 
at first, but often tender and painful later because of 
secondary infection. The cosmetic effect of the facial 
asymmetry usually forced the patients to seek medical 
advice. Advanced cases were complicated by ulcera- 
tion of the skin, malnutrition, anemia, infection or 
hemorrhage. 

Diagnosis of these lesions was aided by roentgeno- 
grams, which demonstrated an expansile mass, often 
with a multilocular, cystic appearance. X-ray appear- 
ance was not always diagnostic, and the lesions were 
sometimes confused with dentigerous cysts, giant cell 
tumors, fibrosarcomas or other bony neoplasms. 
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The authors recommended that such tumors shoul: 
be biopsied. If adamantinoma was found, with amelo- 
blasts of any stage of differentiation, mucosal reflectio 
was carried out, with total excision of the tumor-bea: - 
ing area of the mandible. Although this necessitate! 
sacrifice of one or more teeth at times, this loss was 
minor compared with hemimandibulectomy required in 
advanced cases. Curettement and other conservative 
measures were condemned since, in the authors’ opin- 
ion, they have been responsible for the history of multi- 
ple recurrences so frequently encountered in this dis- 
ease. (Ann. Surg., 142:1007, 1955.) 


Growth of Children During Cortisone Administration 


Hu HAs TREATED 43 children from 6 months to 12 
years of age with cortisone. Thirty-two of the children 
had asthma, and 11 had eczema. The duration of 
treatment varied between three and 30 months, with 
15 receiving therapy for more than 12 months. 
Growth charts indicated that there was no real differ- 
ence between these cortisone-treated children and 
normal children with respect to rate of growth. (New 
England J. Med., 253:821, 1955.) 


Sarcoma of the Stomach 


Ocusner and Ochsner reviewed a series of 17 cases of 
sarcoma of the stomach that occurred among 298 gas- 
tric malignant neoplasms (an incidence of 5.7 per 
cent). Most of them were of two types, lymphomas and 
leiomyosarcomas. There were no specific clinical mani- 
festations, but the authors emphasized that the appear- 
ance of any gastrointestinal symptoms in a previously 
well adult may indicate the presence of serious disease. 

The simplest and most accurate method of diagnosis 
was found to be radiologic examination, in which care- 
ful mucosal study at fluoroscopy and compression spot 
films were the essential features. The lymphomas 
showed a wide variety of radiologic patterns that were 
similar to those produced by carcinoma, benign ulcer- 
ation, pyloric obstruction or giant mucosal ulceration. 
Leiomyosarcomas showed a characteristic appearance 
of a smooth filling defect, often with a central crater. 
Gastric bleeding was often associated with these latter 
lesions. 

The treatment of choice for all types of gastric sar- 
comas was surgical excision. The authors stated that, 
in the absence of certain distant metastases, every gas- 
tric tumor deserves at least exploration and biopsy. 
They recommended that leiomyosarcomas require bold 
surgical excision, and that lymphomas in general 
should receive postoperative radiation therapy. (Ann. 
Surg., 142:804, 1955.) 
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Cardiac Arrest 


(American College of Physicians, Los Angeles, April 20.) 
MoRE PHYSICIANS, and perhaps even dentists using 
anesthesia, should be trained for instantaneous, reflex 
action in cases of cardiac arrest. Four minutes appears 
the upper limit to avoid brain injury even if resuscita- 
tion is successful, a study of 132 cases of cardiac arrest 
demonstrates.—Drs. Szymour L. and 
Corpay, Beverly Hills, Calif. 


Malabsorption Syndrome 


(Ibid, April 16.) Dany vosss of cortisone, or a gluten- 
free diet, appear effective treatments for the malab- 
sorption syndrome. They correct, but do not cure, 
these wasting maladies which are racher rare “but may 
be more common than we think.”-—Dr. Kerrn J. R. 
Wicutman, University of Toronto Faculty of Medicine. 


Lupus Erythematosus 


(Ibid, April 16.) THe DEATH RATE from systemic lupus 
erythematosus has been reduced to 10 per cent (from 
a customary 50 per cent within two years if no treat- 
ments are given) by use of adrenal hormones, anti- 
malarial drugs and nitrogen mustards, used alone or 
in combinations.—Dr. Epmunp L. Dusors, University 
of Southern California School of Medicine. 


(Ibid, April 20.) Chlorpromazine enhances the anal- 
gesic properties of minimally effective doses of mor- 
phine sulfate and meperidine hydrochloride. The usual 
dose of morphine for relief of postoperative pain can 
be reduced to one-fourth. Chlorpromazine alone also 
is capable of relieving pain.—Drs. Grorce L. Jackson 
and Davin A. Surru, Harrisburg Polyclinic Hospital, 
Harrisburg, Pa. 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP's aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weskly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


MEDIGRAMS 


Sex Hormones 


(Ibid, April 18.) Perhaps 25 per cent of women and 5 
per cent of men in upper ages can benefit greatly from 
individually adjusted, daily doses of male and female 
sex hormones. These are people whose own adrenal 
glands fail to produce normal amounts of the sex 
steroids, necessary for maintenance of health. A proper 
ratio of hormones apparently is helpful in preventing 
arthritis, osteoporosis, obesity, diabetes, weakness and 
other complaints, perhaps including coronary attacks. 
—Dr. Paut Starr, University of Southern California 
School of Medicine. 


Tobacco Tar 


(American Association for Cancer Research, Atlantic City, 
April 14.) Tue Fraction of tobacco tar in cigarette 
smoke which appears most active in producing skin 
cancers in mice has been isolated. In skin-painting 
experiments, it produced skin cancers in eight of ten 
mice, and precancerous changes in the other two. This 
fraction is a mixture of hydrocarbons.—Dr. Ernest L. 
Wynoer, Sloan-Kettering Institute For Cancer Research, . 
New York. 


Cancer Antibiotics 


(Ibid, April 15.) Actinomycin D, a new antibiotic, 
shows mild, temporary value in human cancers, par- 
ticularly in Hodgkin’s disease and the rhabdomyosar- 
comas. The toxicity is high and it is not a useful 
chemotherapeutic weapon in its present form. But it 
gives additional evidence of anticancer activity of some 
antibiotics, and “‘a detailed large-scale search for anti- 
cancer effects of all known antibiotics and the develop- 
ment of new antibiotics to be tested for anticancer 
properties appears to be mandatory.”—Dr. Sipney 
Farzer, Children’s Cancer Research Foundation, Boston, 
Mass. 
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Leukemia Virus 


(Ibid, April 13.) A New virus consistently produces 
leukemia in adult mice upon inoculation within a few 
weeks time. Other viruses of this type produce leuke- 
mia only if injected into mice a few hours after birth. 
“A study of immunization against leukemia will be 
made possible through the ability to cause the disease 
in the adult mouse.”—Dr. Frrenp, Sloan- 
Kettering Institute for Cancer Research, New York. 


Polio Vaccination 


(Association of American Physicians, Atlantic City, May 1.) 
New sTupies succest the killed-virus Salk polio vac- 
cine can produce durable immunity, perhaps even for 
life. The studies of antibody response from natural 
infection and from inoculation indicate that the im- 
munized person achieves a hyperreactive state with a 
sensitive mechanism to produce antibodies rapidly 
when challenged by natural exposure, even when 
serum antibodies are no longer demonstrable.—Dr. 
Jonas E. Satx, University of Pittsburgh. 


Control of Adrenal Excess 


(Ibid, May 2.) Excessive amounts of cortisone pro- 
duced by patients with cancer of the adrenal gland 
are reduced by a new drug, Amphenone. In seven 
patients, it markedly reduced the diabetes and hyper- 
tension brought on by excessive cortisone. The studies 
still are of short term due to limited supplies of the 
drug.—Drs. Roy Hertzand James A. Prrrman, National 
Cancer Institute, and Drs. Atpert E. Renotp, 
J. Reppy, and Grorce W. Tuorn, Harvard Medical 
School. 


* Sulfur Mustard 


(American Cancer Society announcement, San Francisco, 
April 22.) IN PRELIMINARY TRIALS, a new sulfur mustard 
drug, SM-1, shows promise in treatment of Hodgkin’s 
Disease and other forms of lymphatic cancer. Devised 
by Drs. Ethelda Sassenrath and David M. Green- 
berg of the University of California, it has been used 
experimentally in the University of California Hospital 
by Drs. N. L. Petrakis, David A. Wood, S. M. Farber, 
and A. V. Costantini. It appears less toxic, longer 
acting and more easily administered, even in the out- 
patient clinic, than nitrogen mustard. Tested so far 
upon 27 patients, it is given intravenously. Within 
two to three weeks, tumor masses and lymph nodes 
shrink, and enlarged spleens decrease in size in pa- 
tients who respond. 


Antibody Responses to Polio Vaccine 
(Society of American Bacteriologists, Houston, May 2.) 


THE PROTECTIVE RESPONSE to Salk polio vaccine is as 
good following inoculation of vaccine plus gamma 
globulin as after inoculation of the vaccine alone. 
There appears to be no interference effect if gamma 
globulin were to be used in epidemics to confer fairly 
rapid temporary protection until the vaccine took full 
effect. Another study that has been carried out finds 
that ambulatory child patients with tuberculosis re- 
spond with antibodies to Salk vaccine.—Drs. Gorpon 
C. Brown, S. Rasson and Donatp E. Craic, 
University of Michigan School of Public Health, Ann 
Arbor. 


Fifth Disease 


(Ibid, April 30.) Tue speciric virus responsible for 
erythema infectiosum, the so-called fifth disease in 
children, has been isolated through inoculation of 
monkey kidney cells with throat washings and stool 
specimens from infected children. Studies are under 
way to determine the relationship of this virus to those 
of measles and rubella, and its prevalence in human 
pathology.—Drs. Gzorces H. Werner, ALBERT Ket- 
Tier, P. S. BracuMan and Grorrrey W. Rake, Uni- 


versity of Pennsylvania. 


Rabies Vaccine 


(Ibid, April 30.) A NEW RABIES VACCINE is made from 
virus propagated in embryonated duck eggs, and then 
killed by treatment with beta propiolactone. The 
method avoids or reduces risk of neuroparalytic acci- 
dents. The vaccine produces demonstrable virus- 
neutralizing antibody in animals and in humans, with 
antibody appearing on the 14th to 15th day. Freeze- 
dried, the vaccine is stable for a month or longer at 37 
degrees C., and is 3 to 4% times as high in potency 
as N.I.H. standard vaccine.—Drs. H. M. PowELL and 
C. G. Cutsertson, Eli Lilly Research Laboratories, 
Indianapolis. 


Influenza Drug 


(Ibid, April 30.) CAPROCHLORONE IN TRIALS on mice 
reduced mortality from influenza virus from 75 per 
cent to zero. As yet the new drug has been used only 
in laboratory animals, and further work is needed be- 
fore human trials—O. C. Liv, R. G. MatsBercer, 
J. E. Carrer, A. N. DeSancris, F. P. Wiener and B. 
Hampn, Sharp and Dohme Division of Merck and Com- 
pany, West Point, Pa. 
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Antibiotic Therapy of Pulmonary Infarction 


Q. Is the administration of antibiotics recommended in 
the treatment of pulmonary infarction ? 


A. Some authorities do recommend that antibiotics be 
administered routinely in the treatment of pulmonary 
infarction. That recommendation is based on the 
thought that secondary infection of the area of infarc- 
tion will thereby be prevented. However, there has not 
been any experience that clearly substantiates that 
thought. Moreover, when a bland infarct does become 
secondarily infected, this usually occurs rather late in 
the course of the infarction. Under such circumstances, 
if an antibiotic had been in use, it is possible that the 
eventual infection might be the result of invasion by 
bacteria that are likely to be resistant to antibiotic 
therapy. The situation would be analogous to experi- 
ences reported in the treatment of common respiratory 
infections in patients having bronchiectasis. In such 
patients, although prevention of pneumonitis is an 
important consideration, it seems preferable not to 
give an antibiotic at the very onset of the common cold. 

Other authorities prefer to give antibiotics according 
to the individual needs of patients having pulmonary 
infarction. Thus, four indications are recognized, as 
follows : 

1. Inability to differentiate immediately between pul- 
monary infarction and pneumonia. This is a common 
difficulty, especially in patients having congestive 
heart failure. Until the differentiation has been clearly 
made, in favor of infarction, it seems advisable to pre- 
scribe an antibiotic. 

2. Presence of an infection elsewhere in the body. This 
indication is self-evident. For example, if a patient had 
pyelonephritis as well as pulmonary infarction, the 
pyelonephritis would require antibacterial treatment. 

3. Evidence of infection of a bland infarct. As men- 
tioned heretofore, this indication is likely to develop 
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late in the course of infarction. It would be marked by 
the temperature course, the leukocyte count, x-ray 
evidence of lung destruction (e.g., cavitation), evidence 
of empyema. 

4. Septic infarction. This has become a rare disease. 
It develops when the pulmonary embolus originates at 
a site of septic thrombophlebitis (infected abortion, 
peritonsillar abscess) or from bacterial endocarditis 
located in the right side of the heart. 


Premature Separation of Placenta 


Q. How often does one see habitual premature separation 
of the placenta (three or four successive pregnancies) ? 
What factors influence this complication of pregnancy ? 


A. The occurrence of abruptio placentae three or 
more times in the same individual is rare but does oc- 
cur. Most of the recorded instances were in women 
with chronic hypertension or glomerulonephritis. The 
predisposing factor is presumably an acute degenera- 
tive change in the walls of the maternal decidual ar- 
teries, permitting them to rupture easily. This type 
of vascular damage may be observed in any one of the 
hypertensive disorders of late pregnancy. 


Wound Infection 


Q. Ina 51-year-old housewife, a large incisional hernia 
was repaired with the aid of tantalum mesh. On the 
sixth postoperative day a wound infection became 
evident, with an intestinal fistula. The wound is still 
draining profusely. The tantalum mesh seems 
securely imbedded. Should the mesh be removed ? 


A. The intestinal fistula and subsequent wound in- 
fection were probably due to the inadvertent catching 
of a fascial stitch through the intestinal wall. In the 
absence of obstruction below the level of the fistula, 
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the latter may be expected to close spontaneously 
within two to six weeks. Considerable experimental 
and clinical evidence accumulated by Koontz and 
others has indicated that the tantalum mesh will not 
interfere with the healing of the infected wound. Ex- 
posed portions of the mesh would, however, be trimmed 
away as the wound heals. 


Use of Polio Vaccine 


Q. What is the most effective dose and interval between 
doses of the Salk polio vaccine ? 


A. Following is an editorial statement made in the 
JAMA about dosage schedule, also a recent statement 
made by the Public Health Service in view of the 
current shortages of vaccine. 

“When poliomyelitis vaccine was packaged for dis- 
tribution some months ago, directions for use were 
included in the packages. These directions are now 
causing some confusion, since the original package 
inserts may not contain current recommendations but 
rather the schedule used in the 1954 field trial. 
Actually, the situation can be simply stated so far as 
most recent recommendations from Dr. Jonas Salk are 
concerned. They are in line with statements appearing 
in the August 6, 1955, issue of the Journal, pages 
1244-1246. The second dose can be given as early as 
two weeks after the first, although the optimal time is 
felt, by Dr. Salk to be four to six weeks. The third dose 
should be given approximately seven months or longer 
after the second dose. Southern physicians, of course, 
may have to adjust their schedules because the polio- 
myelitis season arrives earlier there than in the north- 
ern part of the country. So far as is known, there is no 
reason why the vaccine that is now available cannot be 
used, if such use is indicated, regardless of when it 
was prepared and regardless of the directions for use 
inside. 

“Physicians who have given two doses one week apart 
need not give additional inoculations but should give 
the third dose at seven months, or longer, after the 
second. Those who have given three doses, over a 
period of five weeks, as recommended in the package 
enclosures, should plan on a booster dose not less than 
seven months after the last dose in the primary 
series.”°— JAMA, 159:13, Nov. 26, 1955. 

“There have been a number of inquiries about 
recommendations with respect to using available sup- 
plies for the third or ‘booster’ shot of poliomyelitis 
vaccine. 

“On December 7 of last year, as a result of a meeting 
with leading virologists, immunologists, representa- 
tives of the health professions and the National Foun- 
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dation for Infantile Paralysis, the unanimous concli:- 
sion was reached that no change should be made in 
the nationally recommended dosage schedule. 
schedule calls for three injections of 1 cc. each—tiie 
second coming four to six weeks after the initial dose 
or as soon thereafter as possible, and a third or booster 
dose seven months or longer after the second injection. 
The Public Health Service accepted these recoi- 
mendations. 

“This remains the ideal schedule, and should be 
followed under ideal circumstances. Several state 
health departments have suggested, however, that in 
view of the current shortage of vaccine, local health 
agencies and private physicians should postpone the 
third or booster injection for the next several months. 
The purpose of postponement is to enable more 
children to receive first or second doses and thus 
extend protection to more people before this summer’s 
poliomyelitis season. From the standpoint of public 
health practice, because of limitations of supply, the 
Public Health Service endorses use of available vaccine 
in this manner as a temporary measure. Varying local 
conditions, of course, should also be taken into ac- 
count. 

Under the voluntary allocation plan, a final decision 
as to postponement of the booster shot rests with state 
and local health departments and private physicians, 
who can best judge the local conditions involved and 
the needs of individual patients.”—U.S. Public Health 
Service, March 13, 1956. 


Treatment of Myxedema 


Q. Is it true that a patient with myxedema has a lower 
tolerance for desiccated thyroid than a normal per- 
son ? If so, why? 


A. Patients with myxedema usually are more sensi- 
tive to thyroid than normal individuals. It is best to 
start treatment with thyroid in doses of 1/10 grain 
(.006 Gm.) or % grain (.015 Gm.) daily, increasing 
the dose at weekly intervals according to the patient’s 
reaction and individual tolerance. Explanation of this 
increased sensitivity to thyroid in patients with 
myxedema probably involves a homeostatic mechanism. 
It has been compared to the Weber-Fechner law of 
sensation, which states that a person holding a 10-gram 
weight in his hand is able to detect the addition of 
another gram, while a person holding 100 grams 
would not perceive 1 gram but would detect an extra 
10 grams. Thus a patient totally lacking in thyroid 
would perceive and respond to smaller dosage than 
a patient who is normal or who is only partially hypo- 


thyroid. 
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Special Features 


NIXON ASSEMBLY ADDRESS 


During the recent Eighth Annual Scientific Assembly in 
Washington, D.C., Vice President Richard M. Nixon 
outlined the administration’s over-all health and welfare 
objectives. Although Nixon did not have time to cover each 
issue, he highlighted the philosophy and approach of the 
Eisenhower government. The 25-minute talk was well 
received by more than 3,000 doctors attending the As- 
sembly.— PUBLISHER 


THANK You very much, Dr. Baumgartner, Mr. Chair- 
man, ladies and gentlemen. I trust that my appearance 
here does not interfere with your very full schedule. 
I just passed through the exhibit hall and can see that 
there are many technical matters that you, of course, 
must consider. What I have to say wiil not enlighten 
you too much insofar as your ability to handle your 
patients when you go back home. About the only way 
I can qualify in that respect is that I have been a pa- 
tient from time to time of general practitioners. 

May I say, however, that I do have what is consid- 
ered in Washington as a very good excuse for appear- 
ing at this unusual hour and a bit late. I had a chance 
to talk to the President at the White House just after 
his meeting with legislative leaders. As I was leaving 
his office, I informed him that I was coming to speak 
to the general practitioners of America. With the 
warmth and goodwill that you know so well, he said, 
“Well, Dick, give °em my very best. They’re the back- 
bone of the medical profession.” 

It’s rather difficult to know exactly what to say. The 
vice president of the United States is a very peculiar 
animal. I’m speaking, of course, of the office rather 
than the individual. Peculiar in the sense that he is 
not an expert, or considered to be an expert, in any 
particular field of government. Your cabinet officers, 
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of course, are experts in their various fields. The Presi- 
dent is expected to know virtually something about 
everything. If you don’t believe that, read one of his 
press conferences, the one tomorrow, for example, and 
the variety of the questions and the answers he has to 
give. The vice president, on the other hand, has a 
very unusual opportunity in our system of government. 
As I often put it, he has the chance to see the great 
business of government every day, day by day, from 
a 50-yard-line seat. At the capital, he presides over 
the Senate; down at the White House, he participates 
in meetings called by the President of the Cabinet, 
the National Security Council, and other bodies. 

I come before this group of experts in the field of 
medicine, speaking to you as a layman. I would like 


Vice President Richard M. Nixon addressed more than 3,000 family 
doctors at the Tuesday morning session of the Assembly. 
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to say two or three things from a personal standpoint 
which I think perhaps represent what most of the 
people of the United States, without regard to their 
partisan affiliations, think of the work you are doing, 
of the medical profession, and of what the future holds 
in store for you and for us. 


Drs. Wilson and Thompson 


We all relate our experiences to our own past. I am 
well aware of the tremendous impression that our 
family doctor had on our own family. Ours was a rela- 
tively large family, large for these days. There were 
five boys, and we had our usual quota of illness. My 
mother tells me that the day I was born in 1913, Dr. 
Wilson, our family doctor until he died a few years 
ago, drove 17 miles from Whittier, Calif., to Yorba 
Linda, Calif., in a horse and buggy, for the purpose 
of delivering me in the house which my father had 
built in that little Orange County hamlet. 

From that day on, not only myself, but others in 
our family had contact with Dr. Wilson. He was not 
only our doctor, he was our friend. He was our counse- 
lor and, virtually always, he was our creditor. There 
were obvious reasons for that. We were a family of 
modest means and I remember how generous he always 
was with his time, his counsel and his friendship. I 
don’t know of any man who had a greater impact on 
our family in our early years than our family doctor. 
After Dr. Wilson’s death, I remember Dr. Thompson, 
a man who is still living. During my early years in 
political life, I often used to go in and talk to him. 

I know that doctors never get into politics, but I 
can assure you that Dr. Thompson’s advice was not 
only good from a medical standpoint, but it was also 
very, very good from a political standpoint. That 
gives you, in the life of just one individual, the impact 
that the family doctor, as I like to call him, had on 
one person and on a typical American family. I’ve 
been very glad to note that young medical students 
are showing more interest in becoming family doctors. 
The trend toward specialization, with us for so long, 
seems to have reached its peak and started to turn the 
other way. As you know much better than I, we need 
both specialists and general practitioners. 


The Nation’s Future 


I suppose that many of you wonder what the future 
holds in store for the United States, not only as a 
nation but for all the various professions and other 
groups of people that make up this great country. 

There is no better taking off point than for me to 
refer to the recent remarks of a very distinguished 
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visitor to the United States capital. You may rec.ll 
reading in the paper that the Honorable John Costello, 
prime minister of Ireland, visited this country, caine 
to the capital, and spoke eloquently in the Senate. jn 
his speech to the Senate, the prime minister read from 
a letter written by a man who was Irish but who served 
in the British army against the Colonists in the Revolu- 
tionary War. This man did not approve of that war. 
In his letter, he predicted that the United States and 
its people would one day become the most powerful 
and the greatest people on the face of the globe. 

As I listened to that letter, these thoughts ran 
through my mind. At the time that letter was written, 
the United States had approximately three million 
people and 13 colonies along the Atlantic seaboard. 
After the Revolutionary War, a constitution was 
adopted and this new young government began to 
make its impression in the course of history. You will 
recall the early and rather pessimistic outlook that 
some people, even in the United States, had concerning 
our future. 

Predictions pointed out that this government was 
not strong enough; that it did not give enough power 
to the central government; and that it gave too much 
freedom to individuals; and that it would not last very 
long. That was approximately a century and a half ago. 


Years of Progress 


Today, the latest census shows that we have 166 
million people. When you compare our population to 
that of other countries in the world, that is not a very 
great number. Today the United States is generally 
conceded to be the most powerful nation in the world 
from a military viewpoint. From an economic stand- 
point, these 166 million people are producing over 
one-half of the world’s goods. How did this happen? 
How did the United States become the great country 
that this Irishman, serving in the British Army in the 
war of the Revolution, predicted it would become 170 
years ago? 

You’ll get lots of answers. Some people will tell you 
that the United States owes its phenomenal progress 
to its great resources. We can be thankful we do have 
these resources. Nobody can travel through this coun- 
try without realizing how much we have been blessed 
by our resources. But other nations and other peo- 
ples, with resources as great as ours, haven’t matched 
our progress. 

Others will tell you that the United States is the 
great nation it is because we are a great people. When 
we analyze that, what do we find? Who are the people 
of the United States? We are no master race. As Mr. 
Costello reminded us, the Irish came over a hundred 
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years ago because of the potato famine. Today, in 
Congress, we’re confronted not with a famine of agri- 
cultural products but with, of course, a surplus. Irish 
politicians are having great difficulties in dealing with 
that surplus. This seems to be a very interesting de- 
velopment. 

The people of the United States came from all of 
the nations of the world. They came from Ireland, 
other European countries, and other continents. Here, 
they developed a great nation. 

That brings us back to the question: The reason we 
have made such amazing progress is simple. However, 
it should be repeated over and over again. As Amer- 
icans, we must think of it often. The reason we have 
made this progress is that from the time of our foun- 
dation, we have recognized the individual dignity of 
men and women as human beings. 

Today, the United States is enjoying the greatest 
prosperity in its history. For this, we can be thankful. 
But why are we having this prosperity? Because here 
in the United States, our people, our administration, 
and our Congress have recognized a fundamental truth 
—that the major source of a nation’s productivity and 
prosperity comes from individual rather than govern- 
ment enterprise. 


Medical Care Problems 


Many of you will say that these are some nice plati- 
tudes the vice president has just delivered. You won- 
der how it relates to our problem. Here’s my answer: 
I can recall, when I was in the House of Representa- 
tives and later in the Senate, a move supported by 
many well-intentioned people who wanted to adopt a 
system of medical care similar to that of Great Britain 
and certain other countries. This system is called so- 
cialized medicine, government medicine, or compul- 
sory health insurance. 

We must recognize that our system of medical serv- 
ices is not perfect; we must recognize that we have not 
yet found the complete and best answer to the prob- 
lem of the catastrophic illness which strikes the family 
of modest means. But we also know that the people of 
the United States today, with our present system, en- 
joy the best medical care of any people in the world. 

There is a common tendency in government to ap- 
proach a problem like this: Where there are deficien- 
cies, where there are errors or inadequacies of the 
types I have mentioned, it’s wrong to say, “The sys- 
tem is no good; throw it out and let the government 
do the job.” This is not a partisan criticism because I 
am convinced that many of my Democratic friends, as 
well as my Republican friends, share the President’s 
point of view and the point of view of this administra- 
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tion. We believe that no greater trageay could come 
to the United States than to dispense with the system 
which has provided this high standard of medical care, 
to dispense with it and to substitute a system which 
has not been tried and in areas where it has been tried, 
certainly has revealed deficiencies or resulted in de- 
ficiencies which are quite apparent. 


Administration Answers 


What is the answer? The answer is to find a way in 
which the government can do its part, by building 
upon, supplementing, but not supplanting what indi- 
viduals can do better for themselves. I could state it in 
many other ways but I think that perhaps our philos- 
ophy can best be summarized in this way: Some of 
you in this room may not like the health insurance 
proposal that Secretary Folsom is presenting to the 
Congress. But it is based on this philosophy and I 
think a great majority of the American people would 
subscribe to it. We believe that where health insurance 
is concerned, everybody in the United States who 
wants health insurance should be able to get it, that 
those who ought to have it should be encouraged to 
get it, but that no one should be forced to carry it. 
That, it seems to us, is the answer to the problem. 

I have already spoken longer than I intended. I have 
interfered with your program. However, I did want 
this opportunity to pay my respects to those of you 
who have come from all states of the union to this 
great convention, to commend your profession and the 
services you have rendered, and to give you an idea of 
the philosophy of this administration toward the prob- 
lems we confront. 

I know you are busy. I also know that you will be 
welcome every place you go in Washington. A few of 
you may wander up to Capitol Hill. Yesterday would 
have been an interesting day in the Senate. We had the 
farm bill on in several close votes. Today may not be 
as interesting, but if you are there, drop in, see the 
Senate in action. You may go back convinced that you 
do not want to be a senator. You may go back con- 
vinced that you ought to do something about the sen- 
ators that are there. In any event, I am sure that your 
own education as far as Washington is concerned 
would not be complete unless you did see the two 
great legislative bodies in action. __ 

Thank you for your attention. Thank you for giving 
me the opportunity to be with you. I wish I had the 
chance to meet and greet all of you personally. Con- 
tinue your good work in the years ahead, not only as 
doctors, but as Dr. Wilson and Dr. Thompson were 
to our family, as friends and counselors to the count- 
less patients who come through your offices. Thank you. 


121 


J 
4 
4 
af 


Presented to the Congress of Delegates 
At the Eighth Annual Scientific Assembly in Washington, D.C., March 17, 1956 


ANY REPORT of a year’s activities on the part of your 
president must, of necessity, be incomplete. Yet it is 
important, I think, to have such a report encompass 
not only a fair summary of the physical aspects of the 
year’s work but, more important, a comprehension of 
the intangibles which are, in many respects, more im- 
portant than its visible forms. 

This must include the thoughts, the emotions, some 
of the reactions, and the conclusions which are inci- 
dental to a year of effort as president of the American 
Academy of General Practice. Time will permit only a 
partial report. Your own knowledge and imagination 
must supply the rest. 

It is fortunate that you have chosen, by selecting a 
president-elect, to give ycur president a year of prepa- 
ration for his task. I recall vividly the day you. chose 
me for this high honor. You will never know how in- 
adequate I felt to meet all the responsibilities you 
placed on me. I kept repeating, “Opportunity unlimit- 
ed, but how am I to measure up to its responsibilities ?” 
The panorama in imagination and reality was so vast. 
Among other things, I could see the shadows of my 
predecessors in office looming large with their many 
accomplishments. 


‘Peace of Decision’ 


Your president-elect has one short year in which to 
study the history of the Academy and familiarize him- 
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self with the paths charted by those who have gone 
before him. To learn the source of their strength; yes, 
and even profit by their failures, knowing full well 
that some failure on his part is inevitable, but en- 
deavor to bring them as nearly as possible to an ir- 
reducible minimum; and time to realize that the shoes 
of the great can never be filled, the paths of the great 
can never be retrod, the hopes and aspirations of the 
great can never be duplicated. The knowledge that 
they, all of them, felt that the time was so short, there 
was so much to be done, and, at the expiration of their 
year, so much they had dreamed and planned to do 
was still undone. The relief that the immediate task 
was over, and the sadness that from the Olympian 
heights all future progress must be in the shadow of a 
descending sun. 

These things I knew, and began a year of toil and 
preparation. Then out of doubt from which came the 
peace of decision, I would take my direction from the 
philosophy of the Academy, which is a combined 
philosophy of its leaders, past and present, and hold a 
torch so that all who wish may read the script. 

I no longer felt any aloneness, nor any doubt, nor 
any fear. Friends were all about me. The responsibility 
was no longer mine alone—it was the responsibility of 
all of us. Every moment of this year has been a mo- 
ment of happiness. 

Friendship, helpfulness, kindness and understand- 
ing have met me at the end of each journey and have 
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sped me homeward uplifted and inspired. Hours, days 
and weeks of toil? No. Rather, hours of inspiration 
with you in your work and in your pleasures. 


Expounds Basic Philosophy 


It was necessary to have a plan of action and one so 
definite that it would insure continuity. A study of the 
physical and mechanical aspects of headquarters of- 
fice activities, the executive capacity of the chairman 
of the Board, the policy-making function of the Con- 
gress of Delegates, and the judicial function of the 
Board of Directors convinced me that no effort on my 
part was needed to improve or even discuss them. I 
discovered the basic philosophies on which the Amer- 
ican Academy of General Practice was founded were 
growing in importance and expanding in application. 

In my inaugural, I stated that the president need no 
longer concern himself with the mechanics of organi- 
zation but should give his entire effort to the expound- 
ing of the basic philosophies which were true in the 
beginning, are true today, and will remain unchanged 
from generation to generation. These philosophies, 
ideals and basic principles, strictly adhered to, were 
already profoundly affecting the thinking of all med- 
ical organizations and were, indeed, changing the 
thoughts of the great American public. This has been 
a continuing process throughout the years and bids 
fair to continue to do so. 

It seemed to me a basic principle that the final de- 
termining factor in relations between the public and 
the medical profession was the individual physician 
and that, only by assuming this responsibility, would 
continued successful public relations be maintained as 
well as good relations between our great specialty and 
the narrower specialties which constituted the family 
of medicine. And so, with this broad vision ahead as 
limitless as the horizon itself, I could see the begin- 
ning of the path which disappeared on its winding way 
into the maze of the future. 


Appreciates Assistance 


I had scarcely begun the first steps when I found 
myself greeted by friendly voices. Helping hands 
stretched out from everywhere to aid, guide and assist 
me. And, as the path twisted and turned, it was car- 
peted to a velvet smoothness by the labors of hun- 
dreds—yes, thousands—who carried the bulk of my 
burden. 

There was gaiety and laughter. Work became play, 
hardship became ease, broken schedules were mended 
with the measure of sympathetic understandings on 
the part of everyone: This has been your contribution 
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to the year which will stand out as being, to me, the 
most fruitful and satisfying of my whole life. 

The physical task of your president is nothing com- 
pared to the mental, spiritual and philosophic pre- 
paredness for the work to be done. The day he as- 
sumes the presidency of this Academy he becomes the 
custodian of the collective conscience of the American 
Academy of General Practice. He must weigh every 
word and mold every thought with that responsibility 
in mind, yet he must remain free to as vigorously 
combat all contradictory or destructive ideologies or 
opinions. 

During the short year your president-elect has to 
prepare himself for his task, he must crystallize his 
convictions and outline his major course of action. 
This must be definite or he will waste his time in 
futilities and failures. 


Clears the Atmosphere 


On my visits to state chapters, I have found it of 
great value to arrive well in advance of speaking en- 
gagements. It is important to talk with groups and in- 
dividuals. In that way, one gets the feeling of being a 
part of the family. The president also has a fund of 
information not available to the average member. It 
would take an extraordinary method of communica- 
tion to bring this about. 

These personal and group discussions clear the at- 
mosphere and the member has more understanding, 
and with understanding comes greater effort and co- 
operation. As a member of the Executive Committee, 
I have found that close contact with this information 
has been invaluable. 

I found that it is important for state chapters to de- 
vote much time to discussion of the problems and busi- 
ness of the Academy. Those prospered least who de- 
voted least time to this important matter. 

I have felt it valuable to attend as many business 
sessions as possible and meetings of Boards of Direc- 
tors. I have been careful to offer no unasked-for ad- 
vice, but have imparted information when requested to 
do so. I find that an informed group of our members 
usually comes to the right conclusions. 

It would be of much value, I think, if a national of- 
ficer or a good public relations field representative 
could be available, on request, at state annual assem- 
blies as a source of information of the latest thoughts 
and activities on the national level. 


Good Year for AAGP 


This has been a good year for the American Acad- 
emy of General Practice. It has brought to the general 
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physician the highest state of public regard he has 
enjoyed for many years; it has seen the growth of good 
public relations between the patient and physician; it 
has seen the philosophies of the Academy wisely ex- 
pressed and valiantly advanced by many, accepted by 
the American Medical Association in its enlightened 
and vigorous action presaging a new era in hospitals, 
medical schools, education, et cetera. 

It has been a year of wider contact and cooperation 
with outstanding civic organizations. New fields of in- 
terest and cooperation have been opened to the Acad- 
emy. Participation on the highest level in the deliber- 
ations and discussions of the public health department 
of the United States government, and the most prom- 
inent figure in preventive medicine and immunization. 
Included in the deliberations of the medical advisory 
groups shaping policies on the national level of the 
National Parent-Teachers Association; the first time 
to be officially represented on the program of the Na- 
tional Society for Crippled Children and Adults; two- 
member representation on the President’s Committee 
for the Rehabilitation and Employment of the Handi- 
capped, a field in which we have a responsibility and 
in which we may exercise effective leadership. Such 
leadership, I think, is essential that we may preserve 
our independent position in a system of free enter- 
prise. 

This expanded influence should not, however, be 
credited to your president, but should be consid- 
ered the inevitable result of the development of the 
philosophies of the American Academy of General 
Practice. We are the present custodians of the fruit 
gathered from the tree planted and nurtured by thou- 
sands of our leaders and members. The successes we 
have gained, however, impose upon us grave responsi- 
bilities. For every right, there is an equal obligation. 
Power must be accompanied by restraint; privilege by 
responsibility; respect by friendship; and success by 
humility. 


Pursuit of Ideal 


So now, as always, our task is not only the accom- 
plishment of an objective, the reaching of a goal, but 
the pursuit of an ideal. An ideal so high, so depend- 
ent on progressive and continued education that, as it 
is approached, it will still be farther away. This pur- 
suit of an ideal is the one which will make the Amer- 
ican Academy of General Practice greater each year, 
and will perpetuate that greatness through all genera- 
tions. 

Two years ago, Dr. U. R. Bryner, then president, 
called attention to the fact that the president of the 
American Academy of General Practice was becoming 
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increasingly important as the front door, that the mect- 
ing of those interested in the Academy was becoming 
increasingly important, that he was, indeed, the per- 
sonification, in the eyes of outsiders, of the Academy, 
itself. 

This is becoming more and more a vital factor. Your 
president must weigh his every word, be careful of his 
every act, that no unfavorable reflection injures the 
Academy’s reputation. 

He must, more and more, be a favorable contact in 
the whole range of human activity. He must feel at 
home in the most formal atmosphere of social custom; 
he must be adjustable to skillful discussion with poli- 
ticians; he must be prepared to debate any subject at 
any time which concerns the Academy prestige and 
welfare. He must not in any sense, be provincial. He 
must have a world-encompassing perception. 


Suggestion for Change of Name of the American Acad- 
emy of General Practice. 


Insofar as the understanding of most members of the 
American Academy of General Practice is concerned, 
it would appear that there is little misinterpretation 
of its meaning. However, lay interpretation of our title 
is still, after all these years, somewhat confusing. 

Nowhere in our title is there specific reference made 
to our particular profession. The term ‘‘General Prac- 
tice,” itself, and especially when it is so widely express- 
ed as “General Practitioner” is confusing. Several 
times, when being introduced to lay groups, I have been 
introduced as the president of the “American Academy 
of General Practitioners.” 

Very recently the osteopaths have come up with a 
very similar title to ours, referring to themselves as “The 
American College of General Practitioners,” and in 
small letters referring to osteopathy. I have talked with 
some of the former presidents of the American Academy 
of General Practice and discovered that they also had 
been irked in the same manner. 

I think that somewhere in our title should be definite 
reference to us as physicians, and suggest serious con- 
sideration of the title: “American Academy of General 
Physicians.” In support of this, is the opinion of a great 
number of men in other professions and thoughtful and 
intelligent laymen. 

Or, if the title remain unchanged, add in smaller type 
underneath, “Of Medicine and Surgery,” or “Of 
Medicine.” 

We have justifiable pride in our name and in our 
profession, but I believe our responsibility to the great 
American public obligates us to be sure that they think 
of and refer to us specifically as “physicians” and not 
“practitioners.” 
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Should Work with Schools 


In discussing the needs of the medical schools with 
some of the forward-looking deans, it would appear that 
the closer relationship of the Academy with medical 
schools and the contact with medical students through- 
out the years of their attendance at medical schools is 
desirable. Some of the deans have expressed themselves 
that it would be highly desirable to have available a list 
of generalists willing and able to address students from 
time to time during the course of their studies. 

Dr. Cuttino, dean of the Medical College of South 
Carolina, expressed himself as reluctant to choose such 
an individual or individuals, fearing that his particular 
selection might be criticized for one reason or another 
by other physicians in the state, but that he would 
welcome the availability of a lecture panel provided him 
by the American Academy of General Practice. 

In discussing this with the Board of Directors, how- 
ever, it appeared that this would be a less desirable 
solution than that of having each state chapter set up 
such a panel for the medical schools in its state and 
notify them that such a list was available. 

Therefore, I recommend that, in each state where 
there are medical schools, there be created such a panel 
by the state chapter of the American Academy of 
General Practice. 

There is need, I think, of a more positive and clarify- 
ing definition of “the generalist,” “family doctor,” 
“general physician,” or “general practitioner of medi- 
cine.” Recently the Board of Directors referred this 
question to the Commission on Education to study and 
report on a positive and comprehensive definition. 


Summary Sheet 


During my term of office, I made 18 major addresses, 
spent 65 days and nights away from home, and three to 
five hours a day when at home, on work for the 
Academy. 

I have visited 12 state chapter annual conventions: 

April 7, 8, 9, 1955: Annual meeting of the Hawaii 
Academy of General Practice. The first official visit was 
to the Hawaii chapter, with three days’ scheduled 
medical meeting programs and the rest of the 12-day 


visit devoted to sightseeing, rest, some hours spent in - 


writing and planning outlines of lectures to be given 
throughout the year, golf and entertainment at the 
homes of local physicians. The two most notable fea- 
tures were on April 7, a cocktail party and banquet at 
the American Chinese Club with an attendance of 
several hundred including Governor King and Mayor 
Blaisdel, and the full-scale Luau at the Queen’s Surf 
on Saturday evening, April 9. 
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April 21, 22, 1955: Meeting in Washington, D. C. 
The next official duty was attendance in Washington, 
D. C., at a meeting called by the Secretary of the De- 
partment of Health, Education, and Welfare, Oveta 
Culp Hobby, by direction of the President, to represent 
the American Academy of General Practice with Dr. 
Hildebrand and Dr. Phelps to discuss the question of 
equitable distribution of the Salk vaccine. 

May 1, 2, 3, 4, 1955: These dates were spent in 
Augusta, Ga., attending a meeting of the Medical Asso- 
ciation of Georgia as one of the scientific speakers on its 
program. Incidental to this was a luncheon address to 
the members of the Georgia chapter of the American 
Academy of General Practice, attending two television 
programs, an address to the entire student body of the 
Medical College of Georgia, and an afternoon of golf at 
the National Golf Club. Returned from this enjoyable 
afternoon to find that the Medical Association of Geor- 
gia had voted me honorary membership. 

May 13, 14, 1955: The annual convention of the 
Pennsylvania chapter, giving the banquet address. 

May 17, 1955: Massachusetts Medical Society, annual 
convention to which I had been invited to speak and 
bring the greetings of the American Academy of 
General Practice. 

May 20, 21, 1955: Board of Directors of the American 
Academy, meeting in Chicago. 

June 5-9, 1955: American Medical Association meet- 
ing in Altantic City. 

June 18, 1955: Meeting of the National Foundation for 
Infantile Paralysis and the United States Public Health 
Service at the Waldorf Hotel in New York. Dr. Phelps 
and I representing the American Academy of General 
Practice. 

June 21-24, 1955: Toronto, Canada. Combined 
meeting of the Canadian College of General Practice, 
Ontario Medical Association, Candian Medical Asso- 
ciation, and British Medical Association. 

September 3—6, 1955: Board of Directors of the Amer- 
ican Academy, meeting in Kansas City, Mo. 

September 14-15, 1955: Nebraska chapter, annual 
convention, banquet address. 

September 16-17, 1955: Visiting Dr. Phelps, Chair- 
man of the Board, in El Reno, Okla. Luncheon meeting 
of local members of the Academy. 

September 17, 1955: Evening meeting of local Acad- 
emy members, officers of the Oklahoma Medical So- 
ciety, and Dean Everett of the Oklahoma Medical 
School. Dinner and conference as guest of Dr. Phelps. 

September 18-20, 1955: Annual Assembly of Texas 
chapter in Fort Worth, Tex. Luncheon address on 
September 19. 

September 20-21, 1955: Banquet address of the Ohio 
chapter. 
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September 24, 1955: Luncheon address, Massachu- 
setts chapter, annual convention in Boston. 

September 25-27, 1955: Annual Assembly South 
Carolina chapter, banquet address. 

October 13-16, 1955: Louisiana chapter annual con- 
vention, banquet address and installation of officers. 

October 16, 1955: Afternoon and evening visits with 
Drs. Atkinson and Fatter in New Orleans. 

October 17-19, 1955: New York Academy annual as- 
sembly, evening address to Congress of Delegates. 

October 20, 1955: Connecticut chapter annual assem- 
bly in Hartford, luncheon address. 

October 24-25, 1955: Executive Committee meeting 
with Program and Local Arrangements Committees in 
Washington, D. C. 

October 25-26, 1955: Annual Assembly of Illinois 
chapter in Springfield, banquet address. 

November 9-10, 1955: Michigan chapter, annual con- 
vention in Detroit, banquet address. 

November 14, 1955: Address South Barre Women’s 
Club. Subject: ‘American Academy of General Prac- 
tice—The Impact on Medical Education.” 

November 27—December 1, 1955: Continuous Execu- 
tive Committee meeting at Interim Session of American 
Medical Association in Boston. 

November 29, 1955: Address before the National So- 
ciety for Crippled Children and Adults in Chicago. 

December 6-8, 1955:Washington, D.C., representing, 
with Dr. Phelps, the American Academy of General 
Practice at the latest conference in the offices of the 
surgeon general on the use of the Salk vaccine. 

January 21, 1956: National Congress of Parents and 
Teachers, Chicago, Ill. Conference on “The Periodic 
Health Appraisal for Well Children from Birth 
Through High School.” 

February 11-12, 1956: Meeting of Board of Directors 
of the American Academy, Chicago. 


Summary 


Twelve state chapter annual assemblies: Pennsylvania, 
Nebraska, Texas, Ohio, Massachusetts, South Carolina, 
Louisiana, New York, Connecticut, Illinois, Michigan, 
Delaware. 

Visits to stale medical societies by invitation: Massa- 
chusetts and Georgia. 

Salk vaccine conferences: three (two in Washington, 
one in New York). 

Board meetings: four (Los Angeles, Kansas City, 
Chicago, Washington, D. C.). 

Executive committee meetings: four (two by tele- 
phone conference), (one in Washington, D. C.), (one 
in Boston, Mass.). 

The details of the progress of the Academy, as given 
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you by your executive secretary, and by the chairman 
of the Board, seem almost inconceivable—yet they are 
true. Many things in my report seem to repeat what 
they have said, yet I have seen the influence in more 
than one-third of the states of the union and in the 
Territory of Hawaii, and have felt it in reports from 
other states as well. 

I have seen demonstration of our high place in the 
eyes of the public and in lay organizations. Individuals, 
small groups, large groups—all are evidencing their 
awareness of the importance of the American Academy 
of General Practice. Other medical specialty organiza- 
tions have felt the impact of the basic philosophies of 
the American Academy of General Practice and its con- 
sistent adherence to its principles, its objectives and its 
ideals. Of great significance have been our relations 
with the United States Public Health Department, the 
National Foundation for Infantile Paralysis, the Nation- 
al Society for Crippled Children and Adults, the 
National Congress of Parents and Teachers, and the 
President’s Committee on Employment of the Physical- 
ly Handicapped, and a new feeling of cooperative 
responsibility between us and the American Medical 
Association. 

As an example of this, the progressive and dynamic 
action of the House of Delegates of the American Medi- 
cal Association at the Clinical Session in Boston in 
November and December, 1955. Approximately 90 per 
cent of these delegates are members of specialty organ- 
izations other than the American Academy of General 
Practice, including those section delegates who are not 
members of the Academy. 

This is a significant triumph of the broad philos- 
ophies of the American Academy of General Practice 
and a recognition of the important role of the enlighten- 
ed general physician. Yet, as we drink deep of the wine 
of success, we must drink as deeply of the waters of 
humility, obligation and responsibility. Our power and 
influence must be used with restraint and rare good 
judgment. 


To Continue Working 


It has been my pleasure to be a part of this wonderful 
year of progress and accomplishment, yet it is not of my 
making or through my efforts. It is the inevitable result 
of strict adherence to our basic and fundamental prin- 
ciples—those of right, justice and equity as well as the 
sacrificial labor of all the officers, committeemen, com- 
mission members, a devoted and dedicated headquarters 
office personnel, and the magnificent contributions of 
state chapter officers and members, and to the contribu- 
tions of your former presidents: Drs. Davis, Texter, 
Truman, Sanders, Robins, Bryner and Hildebrand—all 
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these men can look with pride on the American Acad- 
emy of General Practice and say, “I helped to make it 
what it is today.” 

These men should have a special place in your hearts 
and minds, and, as I return to the ranks of private 
membership, I shall feel as inspired to work as hard as 
any of you to do all I can do on a local level, and sup- 
port with all earnestness and sincerity my successors 
so long as I shall live. 

My admiration for those first presidents who were 
elected and began to serve immediately without benefit 
or preparation as president-elect, is great indeed. The 
president-elect’s path leading up to the beginning of his 
presidency is wide and open—but it disappears before 
him in the torturous winding of the myriad responsibil- 
ities which become his by the passing of the gavel. 

Yet, at his first step into that field of labor, he is 
greeted by friendly voices, and helping hands are out- 
stretched to guide and assist him in the journey abroad. 
Some go on with him to the end of his journey spreading 
before him a carpet smooth as velvet to make his journey 
pleasant and easy. 


Rewards Were Great 


If he keeps his feet on this narrow carpet and does not 
attempt to explore the jungle of ‘none of his business,” 
he finds at the end of the year’s journey those same 
friendly voices, those same helping hands, and the 
presence of the same friends who began the journey 
with him. 

This has been my experience as your servant. Every 
hour of labor has brought its reward—the cost in time 
and sacrifice is insignificant when compared to the satis- 
faction of its inner compensations. I have sacrificed 
little for you. My reward has been great. 

Now I am taking the last step which leads not to for- 
getfulness, not to a lessened sense of responsibility, but 
to again becoming one with you as helper and aid to 
those who follow. There is no regret, no sense of frus- 
tration that I have not been able to do all that I would 
like to do, or that I had planned to do, for there is the 
certain knowledge that you have assured the continua- 
tion of the great philosophies of the American Academy 
of General Practice by choosing succession in office 
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which will add impetus to our cause and to its further 
development. 

At the first Scientific Assembly in Cincinnati in 1949, 
I appeared with you as a delegate. I think fear, doubt 
and uncertainty sat at the council tables with us. Yet 
there was also with us hope, courage and a deep and 
abiding faith. 

From confusion, I sought escape in the philosophy 
of a great writer, novelist, poet and philosopher, Rud- 
yard Kipling. My first words to the Congress of Dele- 
gates were a recitation of his immortal “If.” My last 
words to you now will be a slight paraphrasing of the 
same poem: 

If you can keep your head when others all about you 

Are losing theirs and blaming it on you, 

If you can trust yourself when all men doubt you 

And make allowance for their doubting too: 

If you can wait and not be tired by waiting, 

Or being lied about, don’t deal in lies, 

Or being hated, don’t give way to hating, 

And yet, don’t look too good nor talk too wise: 

If you can dream and not make dreams your master, 

If you can think and not make thoughts your aim, 

If you can meet with trumph and disaster 

And treat those two imposters just the same: 

If you can bear to hear the truths you've spoken 

Twisted by knaves to make a trap for fools, 

Or see the things you gave your life to broken 

And swoop and build °em up with worn out tools: 

If you can make one heap of all your winnings 

And risk it on one game of pitch and toss, 

And lose and start again at your beginning 

And never breathe a word about your loss: 

If you can force your heart and nerve and sinew 

To serve your turn long after they are gone, 

And so hold on when there is nothing in you: 

Except the will which says to them, hold on: 

If you can walk with crowds and keep your virtue, 

Or talk with kings nor lose the common touch, 

If neither loving friends nor foes can huri you, 

If all men count with you but none too much: 

If you can fill each unforgiving minute 

With sixty seconds PROGRESS BY VOLITION, 

Yours is the earth, and everything that’s in it 

And what is more, you'll be Tut Goon Puysician. 
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Fiftieth MOSBY Anniversary 


MEDICAL PHYSIOLOGY 


Although based on the ninth edition of “Physiology 
in Modern Medicine” this new tenth edition is so dif- 
ferent that the change in title seemed necessary. This 
book deals mainly with those portions of the science of 
physiology which are at present the concern of medical 
students, medical scientists, and practitioners of medi- 
cine. 

The objective of Dr. Philip Bard, the Editor, and the 
thirteen outstanding educators who collaborated with 
him, has been to select that material which seemed to 
them most significant for the elucidation of the subject 
under consideration and to present it in terms of the 
experimental procedures which provided it. 

Edited by PHILIP BARD, Professor of Physiology, 
The Johns Hopkins University. Tenth Edition. 1300 
pages, illustrated. Scheduled for June, 1956. 

Price, $14.00. 


Synopsis of 
GENITOURINARY DISEASES 


Continuing advances in the field of urology, particular- 
ly as regards treatment and specific therapeutic agents, 
make desirable frequent revision of this text. Changes 
have therefore been made in all chapters concerned with 
therapy in order to conform with current practice. 

The material on antibiotics and chemotherapeutic 
agents in Chapter II has been rewritten. A new section 
on minor surgical procedures has also been added to 
this chapter. Chapter VII on treatment of infections of 
the genital tract has been extensively revised. The gen- 
eral scope and purpose of the book, however, remain 
unchanged. 

By AUSTIN I. DODSON, Professor of Genitouri- 
nary Surgery, Medical College of Virginia; and J. ED- 
WARD HILL, Associate In Urology, Medical College 
of Virginia. Sixth Edition. 325 pages, 124 illustrations. 
Price, $4.85. 


THE C. V. MOSBY COMPANY 
3207 Washington Blvd., St. Louis, 3, Missouri. 


Gentlemen: Send the book(s) checked with (X). 
Bard, “MEDICAL PHYSIOLOGY” 


Dodson-Hill “Synopsis of GENITO- 
URINARY DISEASES” 


Handbook of PEDIATRIC 
MEDICAL EMERGENCIES 


The General Practitioner or Pediatrician confronted 
with childhood diseases and accidents that call for 
rapid, emergency therapy will find practical, clinical in- 
formation in this book. 

Much of the original text which went through four 
printings has been completely rewritten with numerous 
new illustrations being added. The chapters on Meta- 
bolic Emergencies, Accident and Poison Prevention, 
Genitourinary Emergencies, Respiratory Paralysis in 
Poliomyelitis are new. Additions have been made to the 
list of household poisons. 

By ADOLPH G. DeSANCTIS, Professor of Pediat- 
rics and Chairman of the Department of Pediatrics, 
Post-Graduate Medical School, New York University- 
Bellevue Medical Center. With the Collaboration of 
CHARLES VARGA, Portland, Oregon, and Ten Con- 
tributors. Second Edition. 350 pages, 73 illustrations. 
Scheduled for June, 1956. 


BING’S LOCAL DIAGNOSIS 
in NEUROLOGICAL DISEASES 


This is the second rendition into English of the original 
German “Kompendium der topischen Gehirn—und 
Riickenmarksdiagnostik” of Robert Bing. The text has 
been adroitly freshened through amplification both in 
text and illustrations. Here one finds representation of 
the new and authentication of the old. 

This work represents a happy blending of the awe- 
inspiring, lifelong clinical acumen of Bing with the 
anatomical erudition of Haymaker. This enlarged edi- 
tion gives broader direction to the investigation of 
problems of localization. The terseness which charac- 
terized the first edition back in 1909 still remains in this 
much amplified version in English. 

By WEBB HAYMAKER, Chief, Neuropathology 
Section, Armed Forces Institute of Pathology, Asso- 
ciate Professor of Neurology, Georgetown University 
School of Medicine. Translated, Revised, and Enlarged 
from the Fourteenth German Edition. 478 pages, 225 
illustrations. 9 in color. Price, $16.75 


Attached is my check. 


DeSanctis-Varga, ‘‘Handbook of PEDIATRIC MED- 
ICAL EMERGENCIES” In Preparation 


_] Haymaker “BING’S LOCAL DIAGNOSIS IN NEURO- 
LOGICAL DISEASES” $16, 
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Medical Research: A Midcentury Survey. 2 vols. Edited by Esther 
Everett Lape. Pp. 1,505. Price, $15.00. Little Brown and Co., 
Boston, Mass., 1955. 

To THE PHYSICIAN temporarily satiated with professional 
reading and whose conscience will not let him get too 
far from his profession, these volumes offer interesting and 
informative reading for leisure hours. The story of medical 
research in America has been compressed in these pages 
as a result of 15 years’ work on the part of the authors. The 
importance of fundamental research in solving the prob- 
lems of health and illness is first pointed out and amply 
illustrated. Next, current trends in research are considered, 
including the financing of research, the role of government 
in research and social influences in relation to medical 
research. Following this, highlights of the research pro- 
grams of some reputable medical schools, hospitals and 
institutes are considered. 

The second volume is taken up with the consideration 
of nine major unsolved clinical problems: cancer, infer- 
tility, arteriosclerosis, hypertension, the rheumatic syn- 
dromes, tuberculosis, the nature of viruses and of virus 
diseases, alcoholism and schizophrenia. Every doctor will 
find something of interest in this book and all will find its 
outlook broad and the discussion stimulating. 

—Harry F. 


The Lung: Clinical Physiology and Pulmonary Function Tests. By 
J. H. Comroe, Jr., et al. Pp. 219. Price, $5.50. Year Book 
Publishers, Inc., Chicago, 1955. 

HERE IS A UNIQUE BOOK and the only one of its kind in 
the English language. Dr. Comroe and his associates have 
fulfilled a crying need—to explain simply the facets of 
pulmonary physiology that are important in clinical medi- 
cine. This is admirably accomplished through simple 
words and diagrams beautifully presented by a group who 
have mastered both the subject and the technique of 
teaching it. 

Part I is devoted to lung volumes, pulmonary ventilation 
and the pulmonary circulation. The relationship between 
pulmonary capillary blood flow and ventilation is discussed 
as well as diffusion of gases across the alveolar membrane. 
There follows a chapter on arterial oxygen, carbon dioxide 
and pH. Part I concludes with a discourse on the mechan- 
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Practitioner's Bookshelf 


ics of breathing. Some of these topics are formidable, yet, 
in an utterly amazing fashion, the authors have managed to 
carry the reader slowly and logically through a maze of 
theories and facts. 

Part II is fun. It is concerned with the clinical applica- 
tion of pulmonary function tests in which the history and 
physiologic data of 10 cases are presented. The reader has 
an opportunity to weigh his diagnosis against the authors’ 
interpretation and conclusion. These cases illustrate the 
usefulness and limitations of pulmonary function tests. 

Part III contains useful data, equations and calculations 
for, as the authors express it, “the enjoyment of those who 
have difficulty with words and pictures.” 

This book is a masterpiece and should be required read- 
ing for every medical student struggling to understand 
pulmonary physiology and for every physician desiring to 
know not only what symptoms a patient with pulmonary 
disease has but also why. Katz, M.D. 


The Surgical Technic of Abdominal Operations. 5th ed. By Julius 
L. Spivack, M.D. Pp. 931. Price, $17.50. Charles C Thomas, 
Springfield, Ill., 1955. 

THIS WELL-WRITTEN fifth edition of The Surgical Technic of 

Abdominal Operations will no doubt enjoy the success of 

its predecessors. 

This is a “how to do it” book and of necessity goes into 
minute details which make for clarity of presentation. The 
brief historical reviews included are in no way redundant 
since they present the evolution of the given procedure 
and point out mistakes made by our elders. 

Since this is not a technique of one man or one insti- 
tution, more than one method of performing each type of 
operation is given. This is worthwhile since the surgeon 
should be familiar with more than one procedure. 

Chapter III, which deals with peritoneal cavity, peri- 
toneal folds, ligaments and fossae is presented in a pithy 
and concise manner. 

Those general practitioners who are interested in ab- 
dominal operations will find much useful material in this 
book. Of particular value to such men will be the chapters 
on methods of suturing the stomach and bowel, intestinal 
anastomosis, enterotomy and enterostomy, and aseptic 
methods in gastrointestinal surgery. 
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The reason for stressing these chapters is that it is the 
firm and sincere belief of this reviewer that anyone who 
enters the peritoneal cavity must be capable of performiny 
an intestinal anastomosis. 

This book can be recommended highly to anyone inter- 
ested in abdominal surgery. —Puuup THOREK, M.D. 


Handbook of Toxicology. Vol. 1, Acute Toxicities. By William S. 
Spector. Pp. 408. Price, $7.00. W. B. Saunders Co., Phila- 
delphia, 1956. 


THIs BOOK consists mainly of two enormous tables outlining 
the lethal doses for laboratory animals of a large number 
of compounds. Table I is 314 pages long and deals with 
2,120 solid and liquid compounds, while Table II is 31 
pages long and gives data on 243 gases, vapors and fumes 
in respired air. This is a paperback volume, well printed 
on 84x11 pages. The tables are clear and easy to follow, 
and all data are documented by references to the significant 
literature. 

It is doubtful whether any practicing physician will find 
much of use or interest in this publication, but it will un- 
doubtedly be a significant source of information for toxi- 
cologists and persons using animals in experimental work. 


—J. D. Risinc, .p. 


The Lacrimal System By Everett R. Veirs, M.D. Pp. 159. Price, 
$7.50. Grune ¢ Stratton, Inc., New York, 1955. 


THE AUTHOR’s idea in writing this book, as stated in the 
preface, is to present information concerning the entire 
lacrimal system. This he has very ably done, and, in so 
doing, has made the subject much easier studied and 
understood. The book is well illustrated and is written 
concisely. 

The busy practitioner, who is frequently the first to be 
consulted by the patient regarding this subject, will gain 
from this book needed information regarding diagnosis and 
treatment. The book should be in the general practitioner’s 
library for ready reference. —Morris B. Simpson, M.D. 


High Blood Pressure. By George White Pickering, M.D. Pp. 547. 
Price, $9.50. Grune and Stratton, New York, 1955. 


Tuis BOOK is well organized and illustrated, and thorough 
in its scope. However, it seems too voluminous for the busy 
general practitioner, and would probably prove of more 
value as a reference book for students. 


—W. H. Watron, M.D. 


Obstetrical Anesthesia. By Bert B. Hershenson, M.D. Pp. 403. 
Price, $9.50. Charles C Thomas, Springfield, Ill., 1955. 


Obstetrical Anesthesia is a comprehensive discussion of the 
practice of anesthesiology as applied to the obstetric pa- 
tient. The author repeatedly emphasizes the fact that the 
skill and judgment of the obstetrician and anesthesiologist 
are of more significance in the management of the pregnant 
patient than the anesthetic agent employed. 

The chapter on premedication is excellent with adequate 
discussion of the drugs commonly employed. The signs 
and stages of anesthesia are well covered and there is an 
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excellent table depicting the levels of obstetric anesthesia. 
Etiology, pathology, and management of asphyxia neona- 
torum are described in detail. Discussion of anesthetic 
agents and their use in inhalational and regional anesthesia 
is well illustrated and complete. Complications are dis- 
cussed, with an excellent chapter on respiratory and cir- 
culatory derangements. 

Much of the material is presented in outline form for 
quick and ready reference, and the illustrations are simple 
and clear. This book should be welcomed by all physicians 
dealing with the obstetric patient. The reviewer does not 
feel that this book is a must for every general practitioner’s 
bookshelf, but rather a ready reference to answer any ques- 
tions concerning obstetric anesthesia. 

—Cyrus W. ANDERSON, M.D. 


Postural Back Pain. By Milton C. Cobey, M.D. Pp. 78. Price, 
$3.00. Charles C Thomas, Springfield, Ill., 1955. 


Tuis BOOK, written by a professor of orthopedic surgery at 
Georgetown University Medical School in Washington, 
D.C., deals with that phase of back disorder known as 
postural back pain, undoubtedly the most frequently 
encountered type of all pain in the back. As a matter of 
fact, many back disorders of this type are so closely asso- 
ciated with the term “fatigue” that the two words are not 
dissociated, but are used synonymously. Many orthopedic 
physicians feel that the postural back is a greater cause of 
back pain than all other causes combined. The author 
states: “Back pain of one sort or another is experienced 
by all people at some time.” 

A careful study of this thoughtful and well written book 
will enable the general physician to help almost every adult 
patient who enters his office, whether or not that patient 
complains chiefly of pain in his back. 

The volume is highly recommended to those generalists 
who will give it careful perusal. It is not recommended for 
casual bedtime reading. —Harop V. M.D. 


Allergy in Childhood. By Jerome Glaser, M.D. Pp. 529. Price, 

$12.50. Charles C Thomas, Springfield, Ill., 1956. 

Dr. Giaser has written a comprehensive book on all forms 
of allergy in childhood, including those manifested in the 
skin, respiratory tract, and gastrointestinal tract. He has 
included a differential diagnosis of allergic conditions and 
other manifestations of illness which might be confused 
with allergic conditions, and of the various types of allergic 
response in the different systems involved. The complica- 
tions of allergic disorders are described and their therapy 
discussed. Each chapter also refers to the work of other 
investigators in the field and is followed by references to 
their work. There is included much material on therapy 
as well as on prophylaxis and treatment, with footnotes 
as to where materials for therapy and diagnosis may be 
obtained. 

The book is well printed, well illustrated, and is emi- 
nently readable. I think it should prove of great value to 
the general practitioner. My only adverse comment would 
be that while allergy of the gastrointestinal and respiratory 
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tracts is very well covered as to details of treatment, infan- 
tile eczema is less well covered, except for local therapy. 
Even here the author does not mention practical method. 
for elimination of scratching or the use of sedatives. I can 
find nowhere his opinion of the role of diet in infantile 
eczema or of the importance of dietary therapy. 

With these exceptions, there is very little of the subjeci 
of allergy in childhood which the practitioner will not 
find ably discussed in this volume. 

—KaTHARINE Dopp, M.D. 


Pathologic Physiology. 2nd ed. Edited by W. A. Sodeman, M.D. 

Pp. 963. Price, $13.00. W. B. Saunders Co., Philadelphia, 1956. 
RecGarp1ss of his particular interests or specialty, every 
medical practitioner should have ready access to an 
authoritative, up to date reference on basic mechanisms 
of disease. This book, now in its second edition, fulfills 
this need admirably. 

Twenty-nine outstanding teachers and _ investigators 
summarize the present state of our knowledge in the fields 
of genetics, metabolism, endocrinology, infectious disease, 
allergy, physical and chemical toxicology, the circulation, 
the respiratory system, gastroenterology, renal disease, 
hematology, the locomotor system and neurology. 

These reviews are characterized generally by emphasis 
on an understanding of normal physiology, then on the 
altered physiology produced by disease. Thus, the reader 
is led to the causes of specific signs and symptoms. This, 
of course, differs from the classical “textbook” approach 
which treats the disease as a unit, rather than as a physio- 
logic derangement. 

It is inescapable that an author discussing a controversia! 
subject in his own field must have some personal leanings. 
Almost without exception, those concepts which are the 
products of recent research are presented objectively. The 
timeliness of this edition is exemplified by the adequate 
discussions of the recently identified aldosterone. 

Much of the material does not lend itself readily to illus- 
tration. Where used, particularly in the chapters on the 
circulatory system, the illustrations are simple and of 
excellent technique. The outstanding quality of the book 
is the manner in which each author has reduced the highly 
technical aspects of modern pathologic physiology to an 
easy reading form, without loss of substance. 

This text is recommended alike to students, house staff. 
general practitioners and specialists—not only as a refer- 
ence, but also for rewarding leisure reading. 

—Joun C. Rosg, M.p. 


Diseases of the Liver. Edited by Leon Schiff, M.D. Pp. 738. Price, 
$16.00. J. B. Lippincott Co., Philadelphia, 1956. 
LIVER DISEASE is becoming increasingly important to the 
physician as knowledge of it grows. Dr. Schiff has added 
significantly to that knowledge by his excellently edited 
book. Practically each chapter is written by a different 
authority in this field, yet the book as a whole is very 
readable; the facts are easy to find. 
The anatomy, physiology, and biochemistry of the liver 
are covered thoroughly in the opening chapters, well illus- 
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trated with drawings, charts, and microphotographs. Ex- 
perimental observations follow. Their clinical applications 
are emphasized. 

The chapters on liver function tests and jaundice are 
especially useful. The latter includes a good section on 
pitfalls in diagnosis. Much of the remainder of the book is 
devoted to a comprehensive exposition of the various 
clinical types of diseases—intoxications, infections and 
infestations, neoplasms, and disorders of function. Diseases 
of the gallbladder and biliary tract and vascular diseases 
of the liver are also covered individually. 

The book is ambitious in its scope, as it covers the pre- 
clinical sciences, medicine, and surgery in relation to the 
liver, but it ably fulfills its purpose. The general practi- 
tioner and internist will find it an invaluable aid; any 
surgeon who performs cholecystectomies or liver surgery 
will also find it a storehouse of useful information. 

—Daniet M. Rocers, M.D. 


Thromboembolic Disease. By Geza De Takats, M.D. Pp. 55. Price, 
$2.25. Charles C Thomas, Springfield, Iil., 1955. 


Tuis 1s ONE of the monographs in the “American Lecture 
Series.”’ The first part gives a brief description of each of a 
number of organic vascular disorders to which the term, 
“thromboembolic disease,” has been more or less aptly 
applied. The remainder of the monograph is devoted to 
therapy—chiefly the therapy of venous thrombosis. 

De Takats expresses a profound distrust of anticoagulant 
therapy by any means other than the use of heparin. He 
takes issue with those who advocate long-term anticoagu- 
lant therapy. He believes that this method should be used 
only in patients having a “malignant phase” of venous 
thrombosis—a term he uses for patients in whom a state 
of chronic hypercoagulability of blood has been shown. 

The author’s techniques of giving heparin and of assay- 
ing its effects are somewhat different from those in general 
use. For that reason, the information in his “lecture” would 
not find immediate application by most practicing physi- 
cians. However, the book packs a wealth of valuable infor- 
mation in its 55 pages, and is thought-provoking through- 
out. —Hucu H. Hussey, m.p. 


Also Received 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books re- 
ceived from publishers. 


How to Get Along with Children. By Frank Howard Richardson, 
M.D. Pp. 172. Price, $2.95. Tupper & Love, Inc., Atlanta, 1954. 

The Medical Clinics of North America. Nationwide Number. Diseases 
of the Digestive Tract. Pp. 574. W. B. Saunders Co., Phila- 
delphia, 1956. 

Psychopathology of Children with Organic Brain Discrders. By 
Lauretta Bender, M.D. Pp. 151. Price, $5.50. Charles C 
Thomas, Springfield, Ill., 1956. 

Tuberculosis in the Army of the United States in World War Il. 
By Esmond R. Long, M.D. and Seymour Jablon. Pp. 88. Price, 
$1.50. U.S. Government Printing Office, Washington, 1955. 
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NEW shape 


purple Caplet 


Hypnotic: 
1 Caplet 15 to 30 
minutes before retiring 


120 mg. (2 grains) 


pink Caplet 


Sedative : 
1 Caplet 2 or 3 
times a day 


50 mg. (% grain) 


yellow Caplet 


Sedative: 
1 Caplet 2 or 3 
times a day 


30 mg. (% grain) 


Bottles of 100 Caplets.® 
Effective: in 15 to 20 minutes 
Duration ; 6 to 8 hours 


Awakening : as fresh and regenerated 
as by natural sleep 


Lotusate (brand of talbutal) and Caplets, 
trademarks reg. U.S . Pat. Off. 


(hormerty Winthrop Steorm inc 
New York 18, N.Y. * Windsor, Ont 
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just 1 tablet daily 


helps meet the 


increased nutritional 


requirements of pregnancy 


SQUIBB VITAMIN - MINERAL SUPPLEMENT 


new formula 


new small size capsule-shaped tablet 


Each Engran Tablet supplies: 
Vitamin A (synthetic) 
Vitamin D 

Thiamine mononitrate 

Ribofl. 
Pyridoxine HCI 
Vitamin activity concentrate 
Folic acid 
Niacinamide 
Calcium pantothenate 
Ascorbic acid 


5,000 U.S.P. Units 
. 500 U.S.P. Units 


Calcium, elemental 
(as calcium carbonate) 


Iron, elemental 
(as ferrous sulfate exsiccated) 


lodine (as potassium iodide) .................. 0.15 mg. 
Potassium (as the sulfate) 

Cobalt (as the sulfate) 

Copper (as the sulfate) 

Magnesium (as the oxide) 

Manganese (as the sulfate) 

Zinc (as the sulfate) ...... . 


Supplied in bottles of 100 and 1000 capsule-shaped tablets 


SQUIBB 
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Miami Beach Scientific Congress Registration Exceeds Expectations 


Attendance at Post-Assembly Congress 


Earns Two Hours Category | Credit 


REGISTRATION FIGURES swelled to 304 for the 1956 In- 
vitational Scientific Congress held March 24 in Miami 
Beach, Fla., following the AAGP’s record-breaking 
Eighth Annual Scientific Assembly in Washington. 

The scientific session, which was conducted by the 
American Academy of General Practice in conjunction 
with the Florida and Dade County chapters, drew a 
capacity crowd of 300 in the meeting room at Hotel 
Fontainebleau (see cut). 

The Academy’s Commission on Education has ad- 
vised that all members attending the Miami meeting will 
receive two hours of Category I credit. Such credit is 
determined by actual hours of attendance in scientific 
sessions. 

Dr. Walter W. Sackett, Jr., president of the Dade 
County chapter and general chairman for the meeting, 
reported a good attendance of wives also. 

Ideal Florida weather brought in a big out-of-town 
registration for the scientific session which featured a 
quartet of well-known Florida physicians. Instructive, 
but informal, addresses were given by Jack Mickley, 
M.D., pathologist in chief at Broward General Hospital, 
Hollywood, Fla.; Robert Lawson, M.D. (see cut), pro- 
fessor of pediatrics at University of Miami Medical 
School; and Bernard Goodman, M.D., attending psy- 
chiatrist of Jackson Memorial Hospital of Miami Uni- 
versity Medical School. 

The fourth speaker, Dr. Kermit Gates, director of 
the Jackson Memorial Hospital of University of Miami 
Medical School, presented a formal paper, “A Dissec- 
tion of the Head by the Public Health Officer for the 
General Practitioner.” 
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Pathologist Mickley discussed the woes of a path- 
ologist; Dr. Lawson had ‘To Treat or Not To Treat” 
as his topic and Psychiatrist Goodman talked about 
“The Office Couch.” 

Dr. Sackett called the meeting to order and his co- 
chairman, Dr. Leonard M. Weil, immediate past presi- 
dent of the Florida chapter, gave an address of wel- 
come. The Committee on Arrangements was comprised 
of Drs. Manning Rosnick, Robert Piper and Thomas 
Ryon, all leaders of the Dade County chapter. 

The $10 registration fee for visiting physicians and 
other guests will be used to defray the cost of the 
printed program, registration, and for the publication 
of official proceedings of the meeting to be sent to all 
registrants. 


Earning Category | Credit—The meeting room in Miami’s Hotel 
Fontainebleau was packed during the scientific congress. 
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STANDING 

is easier with STERANE'— 
3-5 times more active 
than hydrocortisone or 


in rheumatoid arthritis cortisone? 
WALKING 


follows rapidly.! STERANE 
“is more effective than any 
previous drug in the control 
of... rheumatoid arthritis.’ 


WORKING 


functional mobility is 
restored even where other 
steroids fail or cease to 
be effective.2% 


WITH MINIMAL 
DISTURBANCE 


of electrolyte balance!*— 


patients may even be treated 
without diet restrictions. 


brand of prednisolone 


supplied: White, 5 mg. oral 
m tablets, bottles of 20 and 100. 
mm Pink, 1 mg. oral tablets, 
bottles of 100. 
1. Spies, T. D., et al.: = 12:73, No, 1, 
1955, 2. Boland, E. W.: J.A.MA 


£160:613, 1956. 3. R, 
Lancet 2:1393, 1955. 
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The banquet, held in Hotel Algiers, carried along 
the success story with an attendance of 178 (see cuts). 
Dr. Frank Linz, president of the Florida chapter, was 
master of ceremonies. The banquet speaker, Dr. Leo 
M. Wachtel, Florida’s president-elect, entertained the 
guests with his speech, “A Backward Glance at 
General Practice.” 


One of the Quartet of Speakers— Pediatrics’ professor, Dr. Robert B. 
Lawson, discussed “*To Treat or Not To Treat.” 


Banquet Splendor in Miami Beach—Hotel Algiers was the setting for 
the banquet following the Invitational Scientific Congress. Shown at 
the speakers’ table are Dr. Bernard Goodman (left to right), Mrs. 
Goodman, Dr. Kermit Gates, Mrs. Walter W. Sackett, Jr., Dr. Sackett, 
Dr. Leo Wachtel, Dr. Robert Lawson, Mrs. Lawson, Dr. Lester Bibler, 
Indianapolis, Ind., Mrs. Bibler and Dr. Hunter B. Rodgers. 


Pleasant Finish—Some 178 persons gathered in Hotel Algiers for 
the banquet. 
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Trends and Events in the Nation’s Capital 


Ike’s Health Program Hits Snags 


Tue E1seNHOWER national health program, which, in 
many respects, outpromises those of the preceding 
Roosevelt and Truman administrations, is encounter- 
ing formidable roadblocks. 

Blue Cross opposition makes it doubtful that Con- 
gress will pass the White House plan which provides 
government-paid major medical expense insurance for 
federal employees and their dependents. 

Apathy toward the President’s idea of amending the 
anti-trust laws, so as to permit health insurance under- 
writers to pool risks and thereby offer more liberal 
benefits, indicates that it will not even be transmitted 
to Capitol Hill. This plan, in turn, was conceived by 
White House advisors as a replacement for the rein- 
surance proposal, which foundered on opposition by 
AMA and the insurance industry. 

The administration wants Congress to extend the 
Hill-Burton Hospital Construction Law for at least 
three more years. It is due to expire in 1957. But 
action on the extension is being held up by the con- 
troversy over racial restrictions in legislation relating 
to federal construction subsidies for schools, hospitals, 
and other institutions common to the entire popula- 
tion. Affected by the same obstacle is the administra- 
tion’s bill to authorize federal grants in aid to assist in 
physical expansion and improvement of the country’s 
medical schools. 

Military personnel planners for months have been 
working on amendments to the selective service laws 
which will assure a regular flow of young physicians 
into the armed services after the special doctor-draft 
law has expired in June, 1957. Regardless of how these 
changes are written and submitted to Congress by 
President Eisenhower for approval, the issue is certain 
to generate much heat. 

The House has passed a bill which authorizes 
health and hospital insurance for servicemen’s de- 
pendents and it is not altogether improbable that the 
Senate may also have given approval by the time this 
gets into print. Nevertheless, real troubles still lie 
ahead. Since the bill lodges all critical responsibilities 
with the Secretary of Defense—choice of insurance 
carrier, interpretation of dependency definitions, even 
dictation of type of medical services which dependents 
may receive, under certain circumstances—it is ap- 
parent that complications will be greater after this ad- 
ministration-sponsored plan becomes law, rather than 
before. 

On the contrary, the major battle over President 
Eisenhower’s plan to give medical care insurance to 
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chloride 


-brand of refined benzalkonium chloride—is an antiseptic that is 


fast — kills many gram-positive and gram-negative bacteria in seconds. 


dependable - reliable bactericidal and bacteriostatic effectiveness combined with 
marked wetting and penetrating activity. 


well tolerated — virtually nontoxic and nonirritating to tissue cells — well tolerated 
in surface application or irrigation. 

versatile — for antisepsis in surgery, obstetrics and gynecology; urology; dermatology; 
eye, ear, nose and throat; pediatrics and general practice. Excellent for instruments, 
too!* 


economical — 1 oz. Zephiran concentrate makes 1 gallon of 1:1000 Zephiran solution. 
*with Anti-Rust Tablets (Winthrop) 


Zephiran® chloride scores every time! 


Zephiran chloride Tincture 1:1000 

tinted and stainless 

bottles of 8 fl. oz. and 1 gallon ; 

Zephiran chloride Aqueous SoLuTION 1:1000 LABORATORIES 


bottles of 8 fl. oz. and 1 gallon 


Zephiran chloride ConcEeNTRATE 
New York 18, N.Y. * Windsor, Ont. 
— 1 os. makes 1 gallon of 1:1000 
solution), bottles of 4 fi. oz. and 1 gallon Zephiran, trademark reg. U. S. Pat. Off. 1054M 
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federal workers as a fringe benefit is taking place now, 
on Capitol Hill, instead of being reserved for the post- 
enactment implementation period. This has come 
about because the White House is calling for major 
medical—also known as catastrophic—insurance, rath- 
er than the basic type of coverage exemplified by Blue 
Shield and Blue Cross. 

Although the President has emphasized his feeling 
that federal employees and dependents—numbering 
above 4 million in all—should receive protection 
against unusually high medical care and hospitaliza- 
tion expenses, the determined fight being made by 
organized labor and “the Blues” to achieve basic cov- 
erage first promises to bear fruit on Capitol Hill. 


Personalities on the Washington Scene 
Youthful but experienced Dr. Sam T. Gibson will 


become director of the American Red Cross national 
blood program on June 15. He takes the place of Dr. 
David N. W. Grant, who is retiring. Dr. Gibson also 
will be acting medical director of ARC. He is a native 
Georgian whose interest in plasma, whole blood and 
blood substitutes dates back to his World War II duty 
in Navy Medical Corps. 

Dr. Leonard A. Scheele on April 16 was sworn into 
his third 4-year term as Surgeon General of Public 
Health Service. His predecessor, Dr. Thomas A. 
Parren, also served three terms. It is customary for 
Army, Navy and Air Force Surgeons General to serve 
only one 4-year tour of duty in the highest medical 
post. 

Senator George A. Smathers, Democrat, of Florida 
thinks that physicians and dentists who have served 
the Army on a contractual basis, in a civilian capacity, 
should be considered veterans for purposes of hos- 
pitalization and medical care entitlement. He has in- 
troduced a bill to gain that end. 

One of the closest friends of Harry M. Hoxsey, 
who claims he cures cancer 
in his Dallas clinic, is Sen- 
ator William Langer, Re- 
publican, of North Dakota. 
In the past, Senator Langer 
has come to Hoxsey’s de- 
fense whenever the latter’s 
“treatment” methods were 
challenged. But when the 
Food and Drug Administra- 
tion recently condemned 
Hoxsey and his multi-col- 
ored pills in an extraordi- 
nary public statement, the 
Senator kept silent. He 


Leonard A. Scheele, M.D. 
—Begins Third Term as 
Surgeon General 
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went only so far as to insert in the Congressional Rec- 
ord the text of a letter sent to him by Gerald B. Win- 
rod, in behalf of “Defenders of the Christian Faith,” 
crediting Hoxsey’s father with having saved his (Win- 
rod’s) life by removing a malignancy near the jugular 
vein.—From GP’s Special Washington Correspondent 


For its “outstanding public relations program,” the Academy was 
awarded the annual “ Silver Anvil Award” of the American Public 
Relations Association at ceremonies in Washington, D. C. April 6, 
1956. Executive Secretary Mac F. Cahal, (right) a member of APRA, 
receives the award from James L. Macwithy, chairman of the 
Awards Committee. 


American Public Relations Association 
Presents Silver Anvil Award to Academy 


A Sirver Anvit Awarp, one of the highest honors in 
the field of public relations, was presented to the 
American Academy of General Practice by the Amer- 
ican Public Relations Association at APRA’s annual 
convention April 6 in Washington, D. C. 

The award cited the “outstanding public relations 
program” carried on by the Academy. The presenta- 
tion was made in recognition of the Academy’s pro- 
gram seeking to establish better liaison between the 
press and the medical profession. 

The citation which accompanied the trophy read 
as follows: 

“The Committee of Judges awarded the Silver An- 
vil for the Professional Associations category to the 
American Academy of General Practice for skilled 
adaptation of an unusual idea. This second largest 
organization of doctors of medicine is seldom to be 
noted in general press mentions. Yet it carries on a 
sound program of activities faithfully serving its 
membership. Faced a short time ago by disturbing 
publicity about physicians and medicine, it decided 
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Relieves 
‘@motional terision 
while restoring 


new TYLANDRIL 


(pr AND METHYLTESTOSTERONE WITH RESERPINE, LILLY) 


in the menopause 


*Tylandril’ offers you a new, integrated 
therapeutic approach for your menopausal 
patients. The androgen-estrogen combina- 
tion effectively restores hormonal balance. 
Its synergistic action reduces dosage re- 
quirements and minimizes such side-effects 
as withdrawal bleeding, breast turgidity, 
and nausea. 


‘Sandril’ (Reserpine, Lilly) has been added 
to the formula to combat the psychologic 
stress of the menopause. It induces a calm- 
ing effect and facilitates emotional adjust- 
ment of your climacteric patient. 


Now available in bottles of 100 
at pharmacies everywhere. 


each scored Tablet ee provides: 
Diethylstilbestrol . 

Methyltestosterone. . . 5 mg. 
‘Sandril’ (Reserpine, Lilly). 0.1 mg. 


DOSAGE: Initially, 1 to 2 tablets daily for one 
or two weeks. Maintenance, usually 1/2 to 1 
tablet daily. 


0.25 mg. 


ELI LILLY AND COMPANY 
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to concentrate its counterattack—the truth—by arm- 
ing the thin ranks of the free lance feature writers. 
A list of leading science and medical writers was 
drawn up, and materials and services offered. These 
included the files of the Academy, offers of checking 
draft articles for accuracy, referrals to experts, and 
other helps. This resulted in a better press, through 
articles written by non-members and paid for by 
magazines of national circulation. And by mak- 
ing this solid kind of help available, superficial 
articles became increasingly scarce in the publica- 
tions.” 

James L. Macwithy, public relations vice president 
of Bristol-Myers Company and chairman of the APRA 
awards committee, termed the award “the highest 
honor in the field of public relations.” 

Each year, a limited number of “Silver Anvil 
Awards” are given in recognition of “outstanding 
public relations programs.” The Academy’s award 
program will be placed in the ‘‘Archives of Public Re- 
lations” at the Library of Congress in Washington 
where all APRA Award Programs will become a per- 
manent reference collection. 

Only 13 similar awards were made during the annual 
ceremony. Other Silver Anvil Awards went to Aetna 
Casualty & Surety Company, RCA, General Mills, 
Shell Oil Company and Capital Airlines, Inc. 

The presentation was made to Mac F. Cahal, the 
Academy’s executive secretary who has been a member 
of this national professional association for public 
relations counsels since 1945. 

Ata recent public relations meeting, Mr. Cahal said 
that the Academy program has done much to discour- 
age the publication of sensational stories that present 
distorted pictures. He commended the many consci- 
entious science writers and stressed the Academy’s 
sincere desire to be of continuing assistance. 

Members of the Academy press and public relations 
staff work closely with leading science writers and 
medical editors and attempt to furnish medical infor- 
mation that is timely, interesting and accurate. During 

the past year, members of the Academy staff have con- 
tributed material for articles later published in many 
leading magazines. 


New Practice Overhead Insurance to Cover 
AAGP Members During Total Disability 


Tue AcapEmy’s new Practice Overhead Insurance pro- 
gram will cover participating members up to $1,000 
per month during disability, the 1955-55 Committee 
on Insurance, which was headed by Dr. Earl C. Van 
Horn, Cincinnati, Ohio, reports. 
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The Practice Overhead 
plan was proposed in the 
Insurance Committee’s 
supplementary report dur- 
ing the recent Scientific 
Assembly in Washington, 
D. C. The Congress of Del- 
egates endorsed the plan 
which will be a third type 
of group insurance for 
Academy members. 

There are two attractive 
features of this new insur- 
ance plan—the premiums 
will be very low and will 
be deductible for tax purposes as business expense. 

The Committee on Insurance feels that this new 
program fills a need which physicians in America have 
realized for a long time. The Academy will be the 
first national medical organization to sponsor this type 
of insurance. 

The Committee, in a communication which will 
shortly reach all members, will urge immediate enroll- 
ment. It is pointed out that, should more than 50 per 
cent of Academy members indicate their wish to par- 
ticipate in the plan, usual underwriting regulations 
of the insuring company will be waived and every 
applicant will be accepted without reference to his 
medical history. The plan is underwritten by American 
Casualty Company. 

This insurance is designed to cover all costs, as are 
ordinarily associated with office overhead, during 
periods of total disability caused by accidental injury 
or by sickness. 

The plan contemplates reimbursement for such ex- 
penses as rent, electricity, heat, water, laundry, em- 
ployees’ salaries, the monthly pro rata of annual con- 
tributions, membership fees and dues, accountants’ 
services, depreciation of equipment, etc. 

Under a ruling by the Internal Revenue Bureau, 
premiums for this policy are fully deductible as a 
business expense. In the event of a claim, benefits paid 
by the insurance company to the insured are not 
taxable as income for the reason that they are offset 
by expenses. Thus, for a member in the 50 per cent 
income tax bracket, the actual cost of this insurance is 
just one-half the annual premium. 

All members in good standing to age 60 may apply 
for this insurance. Following is the schedule of pre- 
miums: 

Ages 18 to 50—$1.80 per year for each $10.00 of 
monthly indemnity. 

Ages 51 to 60—$2.25 per year for each $10.00 of 
monthly indemnity. 


Earl C. Van Horn, M.D. 
Pushed new plan 
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New suppositories eradicate 
urethral infection and pain 


The suppository this patient inserted at home 
this morning keeps her comfortable all day 
and allows her to follow her normal routine 
new—the only antimicrobial urethral suppository 
fast—prompt relief of pain and burning 

sure—the nitrofuran, Furactn, eradicates most bac- 
teria common to urethral infections 

easy—patient inserts suppositories at home 

safe—only rare irritation in over 340 reported cases* 
proved—“the suppository method of medication has 
proved its worth”* 

Prescrise: for bacterial (granular) urethritis; for 
topical anesthesia and prophylaxis of infection before 
and after instrumentation 


FORMULA: 0.2% Furacin (brand of nitrofurazone) and 2% diper- 
odon-+HCl in a water-miscible base. Sealed in foil. Box of 12. 


|) FURACIN: 


Use the urethral suppositories with FURACIN vaginal 


Suppositories to prevent urethrovaginal cross-infection. urethral 


ForMULA: 0.2% Furacin (brand of nitrofurazone) in a water-miscible SUPPOSITORIES 
base. Sealed in yellow foil. Box of 12. 


*Youngblood, V. H.: J. Urol. 70:926, 1953. 
a new class of antimicrobials 
EATON LABORATORIES, Norwich, N.Y. ol Js NITROFURANS neither antibiotics nor sulfas 
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In the committee’s supplementary report it stated 
that policies issued under the Practice Overhead In- 
surance plan are subject to termination under the 
following circumstances only: 

(a) At the expiration of the grace period when the 
renewal premium has not been paid, or 

(b) On the premium due date following the in- 
sured’s seventieth birthday, or 

(c) On the premium due date following termination 
of the insured’s membership in the American Academy 
of General Practice, or 

(d) On the date on which the insured retires from 
his profession. (The company will return the pro 
rata portion of any premium paid to the company 
which is unearned as a result of such termination), or 

(e) Upon 6 day’s prior notice, directed to the last 
known addresses of the Academy and all insured 
holding similar policies as members of the Academy, of 
the company’s intention not to renew all such policies. 


Basil O’Connor Outlines Attack 
On Paralytic Polio in 1956-57 


WirH A COORDINATED EFFORT during the remaining 
months of 1956, Mr. Basil O’Connor, president of the 
National Foundation for Infantile Paralysis, predicts 
that paralytic polio in this country can be cut in half 
during the epidemic period and can be reduced to a 
negligible amount in 1957. 

To achieve this goal, Mr. O’Connor stressed there 
must be the fullest cooperation from the public, the 
public health services, physicians and the manufac- 
turers. 

He said the manufacturers of Salk vaccine estimate 
that between March 1 and December 31, 1956, they 
will produce 203 million cubic centimeters of vaccine. 
Since manufacturers have had one year’s experience in 
producing the vaccine, he feels their estimates of pro- 
duction should be fairly accurate. 

To reduce paralytic polio in 1957 to a negligible 
amount, he said the first effort should be to immunize 
those groups which have the highest incidence rate of 
paralytic polio. The 0 to 19 age group and pregnant 
women who account for 80 per cent of paralytic polio 
number 65 million people. Assuming an 80 per cent 
acceptance of the vaccine would mean that 52 million 
of the 65 million people in these two groups would re- 
ceive the vaccine. On an 80 per cent effective basis this 
would likewise mean preventing at least 50 per cent 
of all the paralytic polio that might otherwise occur 
this year. 

Mr. O’Connor points out that from April 12, 1955 
to July 10, 1956, enough vaccine will have been re- 
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leased to give 67 million people two shots of vaccine. 

With the addition of the estimated production for 
the last six months of this year, Mr. O’Connor feels 
the vaccine supply will be adequate to give at least two 
shots to 97 million individuals out of a total of 167 
million in this country—or 80 per cent of the popula- 
tion aged 0-45. Less than 2 per cent of all paralytic 
polio is in the age groups over 45. 

He admits the job is a big one logistically, but it can 
be done if all those interested cooperate fully. Such 
cooperation would entail: 

1. That the manufacturers will make every effort to 
live up to their production estimates. 

2. That the U.S. Public Health Service through the 
National Institutes of Health will be ready to release 
promptly for public use all properly manufactured 
vaccine presented to it. 

3. That parents of children in the 0 to 19 group will 
have the vaccine given to their children when and as 
it becomes available and not wait until June when its 
administration to such a large group will present 
difficulties. 

4. That local public health officials and doctors will 
let the public know promptly when vaccine is available. 

5. That doctors will not hold in reserve, vaccine 
for second shots, but will give one shot to as many 
individuals as possible in the two groups referred 
to, relying on the second shot to be available before 
June 30. 


Fulbright Grant to Take 
GP Staffer to Thailand 


Rutu Quintan Sun, an editorial assistant with GP the 
past four years, has been notified that she and her 
husband, Dr. Norman Sun, 
have been selected as re- 
cipients of a double Ful- 
bright Grant, taking them 
to Thailand for a year be- 
ginning in August. 

The State Department 
informed Mrs. Sun that she 
will be given a teaching po- 
sition in journalism in a 
Thailand university. Dr. 
Sun will do economic re- 
search. Dr. Sun, a native of 
China, has been chairman 
of the economics depart- 
ment at Park College, Park- 
ville, Mo., since 1947. He 
will be on sabbatical leave. 


Ruth Quinlan Sun, GP editor- 
ial assistant, and her hus- 
band, Dr. Norman Sun, 
Park College professor, will 
go to Thailand on Fulbright 
grants. 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 


Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN” with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada & 
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Application for a grant was made over a year ago 
by the Suns. Not only must the recipients of these 
awards be acceptable to the respective countries— 
Thailand and the United States—but clearance had to 
be given by the State Department. 

This is the second Fulbright award which Mrs. 
Sun has received. The first one, a fellowship, was given 
her in 1948 for study in a university in China. How- 
ever, she was prevented from going when the Commu- 
nists seized the Chinese government. 

The Fulbright awards were set up following World 
War II through a bill introduced by Senator William 
Fulbright (D-Ark.). After the war a great surplus of 
American materials was left in various nations all 
. over the world—many of these countries not having 
the money to pay the U.S. for them. To solve the 
financial dilemma, Senator Fulbright introduced the 
award program, which now bears his name. Instead of 
these nations paying the American government for the 
materials, the program stipulates that they are to take 
Americans into their countries, providing study for 
them and in this way promoting better understanding 
between the American people and other nations. 
Actually the Thailand debt was repaid in 1955, but 
Thailand extended its program for one more year. 

The Fulbright awards include fellowships and grants. 
The fellowships are made to students for study ; grants, 
such as the Suns have received, are for teachers, re- 
searchers and technicians. 

Dr. and Mrs. Sun will be living in Bangkok, the 
capital city of some one million people. Mrs. Sun will 
be teaching Thai people. She will teach in English 
since the Thai study the English language from the 
fifth grade on. 

Thailand, the only country in Southeast Asia that 
has maintained its independence down through the 
years, was formerly known as Siam. Bangkok is head- 
quarters for Southeast Asia Treaty Organization 
(SEATO). 

Mrs. Sun attended Elmira College, Elmira, N. Y., 
received a master’s degree in journalism at Northwest- 
ern University and then attended the University of 
Southern California on a scholarship from the Chinese 
government, resulting in a master’s degree in Asiatic 
studies. It is hoped that Mrs. Sun can resume her 
duties with GP when she returns. 

Dr. Sun, born and reared in Peiking, China, did his 
undergraduate work at Yenching University—the Har- 
vard of China. Through the help of the president of 
Yenching University he received a scholarship to the 
University of Southern California. After he received 
his Ph.D. at U.S.C. it was impossible for him to return 
to China because of the Communists. The Suns were 
married in 1947. 
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Dr. Dwight Murray Selected for Kessler 
Institute's Initial “Dignity of Man" Award 


AcapEeMy MemBer Dwight 
H. Murray, Napa, Calif., 
president-elect of the Amer- 
ican Medical Association, 
was one of two persons to 
be selected for the ‘“Dig- 
nity of Man” Awards pre- 
sented April 11 by the 
Kessler Institute for Re- 
habilitation. 

The other honoree was 
Dr. J. Robert Oppenheim- 
er, director of the Institute 
of Advanced Studies, 
Princeton, N. J. 

The awards have been established in recognition of 
36 years of work in the rehabilitation field by Dr. 
Henry H. Kessler, founder of the Kessler Institute. 
The presentations were made to Drs. Murray and 
Oppenheimer at a dinner honoring Dr. Kessler on his 
60th birthday. 

Dr. Herbert R. Abeles, president of the institute 
board, said Dr. Oppenheimer and Dr. Murray had 
been selected for these first presentations in recogni- 
tion of their “significant achievements and pioneering 
efforts on behalf of the dignity of man through their 
respective professions.” 

Dr. Abeles added: “We hope that the establishment 
of these awards will mark the progress of rehabilitation 
by commending outstanding citizens for their contri- 
butions to the physical, social, economic and spiritual 
dignity of their fellow men.” 


Y 
Dwight Murray, M.D. 
Gets Dignity of Man Award 


“Relative Values” for Medical Service 
Fees Established by California Plan 


THE NEW PLAN to aid in the determination of doctors’ 
fees, set up by the California Medical Association, 
makes no attempt to tell physicians and surgeons what 
specific fees they should charge but it does establish 
a set of “relative values” for services. 

The association’s Committee on Fees, headed by Dr. 
Francis J. Cox, terms it one of the most promising 
developments in the history of medical economics. The 
plan is the result of a three-year study which helped 
establish a standard nomenclature and descriptions of 
1,000 services. 

The fee formula is determined as follows. 

If a physician charges $8 for a first office visit (in- 
cluding the taking of a routine medical history and 
necessary examination), he should charge $4 for a fol- 
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Gastric Hyperacidity: eticlogy 


People being people, environmental factors contribu- 
tory to gastric hyperacidity are hard to remove, even 
when their role is clearly defined. But, the physician 
has a sure, simple—even pleasant—way of relieving 
the acid distress caused by: 

¢ dietary indiscretion 

* nervous tension 

* emotional stress 

* food intolerances 

* excessive smoking 

* alcoholic beverages 
Gelusil promptly and effectively controls the exces- 
sive gastric acidity of “heartburn” and chronic indi- 
gestion. And it affords equally rapid relief in peptic 
ulcer. Sustained action is assured by combining mag- 
nesium trisilicate with the specially prepared alumi- 
num hydroxide gel. 


Free from constipation : Gelusil’s aluminum hydrox- 
ide component is specially prepared: the concentra- 
tion of aluminum ions is accordingly low; hence the 
formation of astringent—and constipating—alumi- 
num chloride is minimal. 


Free from acid rebound: Unlike soluble alkalies, 
Gelusil does not over-neutralize or alkalinize. It main- 
tains the gastric pH in a mildly acid range—that of 
maximum physiologic functioning. 


Dosage—2 tablets or 2 teaspoonfuls two hours after 
eating or when symptoms are pronounced. Each tab- 
let or teaspoonful provides: 714 gr. magnesium trisili- 
cate and 4 gr. aluminum hydroxide gel. 


Available — Gelusil Tablets in packages of 50, 100, 
1000 and 5000. Gelusil Liquid in bottles of 6 and 12 
fluidounces. 


Gelusil 


Antacid Adsorbent 


WARNER-CHILCOTT 


low-up office visit. $4 for a hospital visit, $8 for a first 
home visit and $10 for a home visit between 11] p.m. 
and 8 A.M. 

The Californians arrived at these fees by using a 
system of conversion units, worked out by an actuarial 
firm on the basis of data supplied by the CMA com- 
mittee. 

A hospital visit and a follow-up office visit each has 
a unit value of 1. The first office visit, however, has a 
value of 2 and a home visit after 11 p.m. has a value of 
2.5. Allowing $4 for one office visit or one unit, a home 
visit after 11 p.m. should cost $10. 

For surgery, the formula shows the fee comparison 
between a tonsillectomy and an appendectomy. If the 
usual charge for an appendectomy is $200, a physi- 
cian’s charge for taking out tonsils should be $86—or 
43 per cent of whatever fee is charged for an appen- 
dectomy. 

Because of the established descriptions of 1,000 serv- 
ices, CMA feels the plan should be of great value to in- 
surance companies as well as to the medical profession. 

An editorial in California Medicine, the journal of 
CMA, points out: 

**Prospective purchasers of indemnity health insur- 
ance could quickly compare benefits of one policy with 
those of another and could estimate approximately 
what part or percentage of medical and surgical costs 
in his community would be paid by the insurance bene- 
fits offered.” 


Former Medical School Dean Foresees 
Surplus of Doctors Within 25 Years 


WITHIN THE NEXT 25 YEARS, there’s a real possibility 
that there will be a surplus of doctors, Dr. Melvin A. 
Casberg, former dean of St. Louis University School 
of Medicine, told physicians at the Missouri State 
Medical Association meeting April 10 in St. Louis. 

Dr. Casberg, now of Sol- 
vang, Calif., who earlier 
served as vice chairman of 
the Armed Forces Medical 
Policy Council, reported 
the number of doctors in 
the United States is increas- 
ing by about 3,000 a year. 

In discussing mounting 
costs of medical education, 
Dr. Casberg pointed out 
that in 1910 tuition fees 
covered 70 per cent of such 
costs while today they cover 
less than 25 per cent. 


Melvin A. Casberg, M.D. 
Foresees Doctor Surplus 
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He added that one of the fundamental shortcomings 
of medical education was the tendency to produce doc- 
tors who think in terms of ailments rather than of 
ailing persons. 


Minnesota University Reports Percentage 
in General Practice Above National Average 


Tue University or Minnesora reports that 54 per cent 
of all physicians in active practice who were graduated 
from its medical school between 1930 and 1945 are in 
general practice today. 

Dr. H. S. Diehl, dean of medical sciences at the uni- 
versity, said that the University of Minnesota’s average 
compares with a 46 per cent figure for graduates of all 
the nation’s medical schools. 

In comparison with other Big-10 schools, Minnesota 
ranked the highest in turning out general practitioners. 
At the University of Wisconsin, the average was 45 per 
cent; 46 per cent at the University of Iowa; 34 per cent 
at the University of Michigan; 38 per cent at North- 
western and 49 per cent at the University of Illinois. 

Dr. Diehl also stressed that among the recent grad- 
uates from Minnesota “there is no trend away from 
general practice into specialization.” During pre- 
Academy years, approximately 90 per cent of Minne- 
sota medical students preferred a specialty. 


AMA Forms Physicians’ Advisory 
Committee for Radio, Screen and TV 


A Puysicians’ Apvisory CommiTTeeE for Television, 
Radio and Motion Pictures has been formed by the 
American Medical Association. Committees will be 
maintained in both Los Angeles and New York where 
network television and radio production is centered. 

Physicians serving on both the Los Angeles and 
New York committees, will assist network script super- 
visors, producers and writers in the preparation of 
television and radio programs on medical subjects. The 
service, provided without charge, will assure technical 
accuracy of medical information disseminated to the 
general public. 

Reviewing of complete scripts will be handled by the 
committees as a whole. If major revisions are neces- 
sary, the committees will meet in consultation with the 
writer. If physicians are needed to serve as technical 
advisors on the set or in radio or TV studios, they will 
be appointed by the respective committees. 

Dr. Robert W. Gentry heads the Los Angeles com- 
mittee and Dr. Gerald D. Dorman is chairman of the 
committee in New York. 
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“The Big Payoff"— Academy member, Dr. Paul Seifert, and Mrs. Seifert 
of Libby, Montana knew the right answers during their recent 
business trip to New York. They are pictured on CBS-TV’s “The 
Big Payoff” with Stars Bess Myerson and Randy Merriman after 
Dr. Seifert had played the question and answer game and won an 
expensive wardrobe for his wife. 


Committee Plans Postgraduate Programs 
For Part-Time Physician-Anesthesiologists 


A COMMITTEE, responsible for the organization and pre- 
sentation of postgraduate programs for part-time 
physician-anesthesiologists, is maintained by the 
American Society of Anesthesiologists. 

This kind of program is specifically designed for gen- 
eral practitioners who are now functioning as part- 
time anesthesiologists or who are interested in qualify- 
ing for such practice. 

The ASA committee has, through a questionnaire 
to hospitals and medical societies, obtained names of 
the majority of physicians in this field and has also 
surveyed them on their desire for additional training. 
A list of full-time anesthesiologists in each state, qual- 
ified and prepared to conduct a postgraduate course, 
has also been prepared. Courses or programs will be 
arranged to provide training according to the individ- 
ual general practitioner’s interests and needs. 

A booklet on the program, including the names and 
addresses of available instructors, may be obtained 


from the American Society of Anesthesiologists, 188 
West Randolph Street, Chicago 1, Ill. 


PHS Contracts for Large-Scale Screening 
Of Compounds Useful in Treating Cancer 


Contracts have been placed by U.S. Public Health 
Service with five laboratories throughout the country 
for large-scale screening of chemical compounds in the 
search for drugs useful in treating cancer, Surgeon 
General Leonard A. Scheele has announced. 

The laboratories which began work at once on the 
project are: Microbiological Associates, Bethesda, Md. ; 
Wisconsin Alumni Research Foundation, Madison, 
Wis. ; Southern Research Institute, Birmingham, Ala. ; 
Hazleton Laboratories, Falls Church, Va. and Stanford 
Research Institute, Menlo Park, Calif. 

It is expected that the laboratories will test approxi- 
mately 2,000 compounds by July 1. Each compound 
will be tested against three different kinds of cancer 
implanted into various strains of mice. 

Responsibility for supervising the contracts rests 
with the Cancer Chemotherapy National Service Cen- 
ter of PHS’ National Cancer Institute in Bethesda. 
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Medical News in Small Doses: 


ONE OF THE FINDINGS of an independent research sur- 
vey made for the AMA recently was that half of all 
doctors questioned said their own personal political 
philosophy is more like President Eisenhower’s than 
like Robert Taft’s or Franklin Roosevelt’s. Twenty 
six per cent named Taft’s, 17 per cent Roosevelt’s, 
and 7 per cent gave no opinion. . .. AAGP Member I. 
Phillips Frohman, Washington, D. C., has accepted 
an appointment as American editor and correspondent 
for the South African Practitioner, a medical journal 
originating in Johannesburg, South Africa. . . . More 
than a thousand of the 3,500 hospitals in all 48 states, 
the District of Columbia, the territories of Alaska 
and Hawaii and the commonwealth of Puerto Rico 
have received checks totaling $37,748,800 from the 
Ford Foundation. The checks are the first payments 
of $500 million in grants voted last December 12 by 
the foundation’s trustees. They allocated $200 million 
to hospitals, $210 million to private colleges and 
universities to help raise teachers’ salaries and $90 
million to medical schools, to strengthen instruction. 
Hospitals receiving the grants are planning to spend 
the money primarily for building expansion and new 
equipment, according to a recent survey reported by 
Modern Hospital. More than 50 per cent of the hospital 
officials who were questioned said they felt the Ford 
grants would stimulate local contributions. 


Academy Plans July 1 Move 
To New Headquarters Building 


On Juty 1, the American Academy of Gen- 
eral Practice, including the editorial and 
business offices of GP magazine, will occupy 
its new headquarters building. Our address 
will be Volker Boulevard at Brookside, Kan- 
sas City 12, Missouri. Telephone JEfferson 
1-0377. 
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News from the State Chapters 


SCIENTIFIC EXHIBITS were featured for the first time 
by the Arizona chapter during its February 9-10 meet- 
ing in Tucson. A registration of 87 physicians and 
wives, out of a total membership of 110, proved it 
to be a very successful meeting. In addition, ten new 
applications for membership were processed during 
the session. 

At the business session Dr. Robert A. Price of 
Phoenix became president, succeeding Dr. W. C. Finn 
of Tucson (see cué). Other new officers are Drs. 
Walter Brazie of Kingman, president-elect; Frank 
Shallenberger, Jr., vice president and A. V. Dudley, 
Jr., secretary-treasurer, both of Tucson. New board 
members are Drs. E. B. Jolley of Bisbee, Robert Pfundt 
of Tucson and Frank Honsik of Phoenix. Dr. Price pre- 
sided over the business luncheon as well as serving 
on the convention committee. 

Dr. Shallenberger presided over the scientific ses- 
sion the first day. Opening the session with a wel- 
coming address was Chapter President Finn. Guest 
speakers for the day were Drs. B. P. Storts, a pedia- 
trician; W. Paul Holbrook, an internist; Donald E. 
Schell, a proctologist and Charles P. Neuman, a psy- 
chiatrist, all from Tucson. The evening closed with 
an informal cocktail party and the annual informal 
banquet with Dr. Chauncey D. Leake, assistant dean 
of Ohio State University Medical College, giving a talk 
entitled, “Standards of Measurement and Nursery 
Rhymes.” 

The second day’s program was presided over by 
Dr. Donald E. Nelson of Safford. Scientific speakers 
were Dr. W. J. Jinkins, Jr., assistant professor of 
orthopedic surgery, University of Texas; Dr. Leake 
and Dr. Steve Lewis, assistant professor of plastic 
and maxillofacial surgery, University of Texas. Dr. 
Fred Mullins, professor and chairman of the depart- 
ment of dermatology, University of Texas, closed the 
scientific sessions. 

Social highlights included the Tucson Open Golf 
Tournament. In October the chapter will conduct a 
business meeting. 
> A registration of 411 doctors, guests and exhibi- 
tors attended the Virginia chapter’s sixth annual 
scientific meeting March 2-4 in Hot Springs. Special 
guest speakers were Dr. Joseph T. Beardwood of 
Philadelphia, brought by the Virginia Diabetes Asso- 
ciation which met the first morning in conjunction 
with the chapter meeting; Dr. Paul Dudley White of 
Boston, through the compliments of the Virginia 
Heart Association; Dr. Murray M. Copeland of Wash- 
ington, D. C., compliments of the American Cancer 
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Hints to New Prexy—Dr. Walton C. Finn of Tucson (left), retiring 
president of the Arizona chapter, passes on a few suggestions to his 
successor, Dr. Robert A. Price of Phoenix at the recent scientific 
meeting in Tucson. 


Society and Dr. George J. Boines of Wilmington, 
Del., a past president of the Delaware chapter. 

Other speakers were Drs. Robert K. Maddock, Nor- 
folk; William R. Jordan, Richmond; Edward G. Davis, 
Richmond; John Franklin, Norfolk; Weston M. Kel- 
sey, Winston-Salem, N. C.; Charles M. Caravati and 
G. R. Hennigar, Richmond; Theodore Wiprud, 
Washington, D. C.; Edward S. Orgain, Durham, 
N. C.; J. M. Emmett, W. T. Thompson, Jr., Allen 
Barker, Thomas P. Johns, William Parson and Walter 
O. Klingman, Charlottesville; and The Rev. W. 
Taliaferro Thompson, Sr., D. D. of Union Theological 
Seminary, Richmond. 

New officers elected at the meeting were Dr. Frank 
E. Rappan of Berryville, president, succeeding Dr. 
Rufus Brittain of Tazewell; Dr. Malcolm Harris of 
West Point, president-elect; Dr. Frank A. Farmer of 
Roanoke, vice president; Dr. Russell G. McAllister 
of Richmond, secretary and Dr. William A. Young of 
Richmond, treasurer. 

The Virginians believe they have scored a “first” 
by obtaining a chaplain for their chapter. The Rev. 
W. Taliaferro Thompson, Sr., D. D. of Union Theo- 
logical Seminary in Richmond has accepted their invi- 
tation to be chaplain of the Virginia chapter. Rev. 
Thompson conducted a religious service on Sunday, 
March 4, for the closing of the annual meeting. 

For the first time, the chapter awarded certificates 
of merit to the two best scientific exhibits. The 


165 


— 
bal 
F 
= 
4 
& : A 
& 
— & 
F 
‘ 
: 
‘ 


NEW CONCEPT IN URINE-SUGAR TESTING 


CLINISTIx 


TRADEMARK 


REAGENT STRIPS 


specific enzyme test for urine glucose 
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complete specificity ...unaffected by non- 
glucose reducing substances... differenti- 
ates glucose from other urine-sugars... 
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urine influence enzyme reactions. 


economy ...CLINiSTIX saves time and 
cuts costs...each strip is a complete test 
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agent Strips in cartons of 12—No. 2830. 
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Hospitality, Southern Style—Dr. Rufus Brittain, retiring president of the Virginia chapter, is 
shown giving an address during the banquet of the chapter’s sixth annual meeting held at The 
Homestead in Hot Springs. Honored guests seated at the speakers’ table with Dr. Brittain are 
Mrs. R. G. McAllister and Dr. McAllister, chapter secretary (left to right); Dr. John L. Harris, Jr., 
master of ceremonies (hidden by Mr. Angell) ; Mr. Angell, guest speaker; Dr. Brittain; Mrs. Harris; 
Mrs. Brittain; Dr. Frank E. Tappan, the new president and Mrs. Tappan. 


awards went to Dr. Thomas Mattingly, chief of car- 
diology at Walter Reed Hospital in Washington, D. C. 
for his exhibit on traumatic injuries of the heart and 
great vessels and to Drs. Charles A. Hufnagel and 
Pierre Rabil for their exhibit on surgical treatment 
of arterial aneurysm and obliterative diseases. Both 
doctors are professors of surgery at Georgetown Uni- 
versity in Washington, D. C. 

The annual banquet was held in the Empire Room 
of The Homestead (see cut). 

Ladies’ entertainment included a card party and 
a tour of the springs conducted by Dr. Jeannette T. 
M. Jarman of Hot Springs. 
> One of the consulting heart specialists to Presi- 
dent Eisenhower, Col. Byron E. Pollock, M.C., was a 
featured speaker at the February symposium spon- 
sored by the New Jersey chapter and the American 
College of Angiology (see cut). Col. Pollock, chief 
of the cardiology section at Fitzsimons Army General 
Hospital in Denver, was in charge of President Eisen- 
hower’s case during the Chief Executive’s stay, and 
was called in when Eisenhower underwent a final 
checkup in mid-February. 

Five other nationally-known specialists gave scien- 
tific talks to the more than 550 doctors at the Sym- 
posium on Common Diseases of the Cardiovascular 
System held in Trenton. Morning speakers were Drs. 
A. M. Rabiner, professor of neurology and Shepard 
Shapiro, assistant professor of clinical medicine, both 
of the college of medicine of New York University 
and Walter S. Priest, assistant professor of medicine 
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Aide to tke Talks to Jerseyites—Col. 
Byron E. Pollock, M.C., one of the con- 
sulting heart specialists to President 
Eisenhower in Denver last fall, spoke 
at a recent symposium conducted by the 
New Jersey chapter. 


at Northwestern University School of Medicine. Dr. 
Richard R. Chamberlain of Maplewood, chapter 
president-elect moderated and Dr. Harry Taff of 
Newark, chapter president, was luncheon chairman. 
Afternoon speakers were Col. Pollock; Drs. Leo 
Loewe, assistant clinical professor of medicine at 
New York University College of Medicine and presi- 
dent of the American College of Angiology and Ray- 


mond C. Robinson, assistant professor of dermatology 


.at the University of Maryland School of Medicine. 


Dr. Samuel Deich of Passaic, immediate past president 
of the New Jersey chapter, moderated the afternoon 
session. Discussion periods followed each session. 

The ladies were entertained with a morning coffee 
and a luncheon with guest speaker Frank W. McLaugh- 
lin, nature photographer and field director of the 
New Jersey Audubon Society, giving a picture-talk on 
“Heritage of the Pine Barrens”. 

The meeting closed with a cocktail reception. 
> Dr. William Sproul of Des Moines, president of 
the Iowa chapter, gave an opening address to 200 
guests, most of whom were Academy members, at the 
recent refresher course for general physicians spon- 
sored jointly by the lowa chapter and the University 
of Iowa College of Medicine (see cuts on page 169). The 
final day of the four-day course featured a luncheon 
with the senior medical students of the university and 
their wives as guests of the chapter (see cut). 
> A symposium on general practice was sponsored 
jointly by the Maryland and Washington, D. C. chap- 
ters on May 17. The Baltimore meeting was composed 
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of six lectures. Five of the speakers were Dr. William 
Dock, Brooklyn, N. Y.; Dr. Edwin DeCosta, Chicago; 
Dr. Robert Parker of the Mayo Clinic, Rochester, 
Minn.; Dr. Donald A. Covalt of Bellevue Hospital, 
New York City and Dr. Eiseman, Denver. Mr. Nor- 
man Cousins, editor of the Saturday Review of Litera- 
ture, spoke at a luncheon for the Maryland chapter. 

> Dr. John R. Fowler of Barre, Mass., immediate 
past president of the Academy, gave the opening 
address at the April 22 spring scientific meeting of 
the Massachusetts chapter (see cut on page 171). Also 
a guest speaker was Academy past president, Dr. Wm. 
B. Hildebrand of Menasha, Wis. 

Scientific addresses were given by Drs. Robert 
Greenblatt of the Medical College of Georgia, Augusta; 
Dr. Edward Compere, Chicago; Dr. Louis A. Buie, 
Rochester, Minn.; Dr. Arthur Curtis, professor and 
chairman of the department of dermatology and 
syphilology, University of Michigan, Ann Arbor; Dr. 
Harriet M. Felton, department of pediatrics, Univer- 
sity of Texas Medical Branch, State Hospital for 
Crippled and Deformed Children, Galveston, and 
Dr. Eugene L. Saenger, Cincinnati General Hospital, 
Cincinnati. 

The ladies’ program featured Carl deSuze, an 
announcer for radio stations WBZ and WBZA, who 
presented a travelogue on “A Flight to Africa” during 
the luncheon. There was also a morning coffee and 
an evening cocktail reception. 
> The third annual tri-state spring clinical meeting 
of the Maine, New Hampshire and Vermont chapters 
was conducted at the Bishop DeGoesbriand Hospital 
and Hotel Vermont in Burlington, Vt. the afternoon 
of April 18. Guest speakers on the scientific program 
were Drs. F. J. Tweedie of Royal Victoria Hospital, 
Montreal; T. B. Quigley of Harvard Medical School 
and Donald B. Miller and R. J. McKay, both of the 
College of Medicine, University of Vermont. 

A nonscientific talk, ‘‘Doctors, Dollars and Taxes” 
was presented by Duncan Edmands, a certified public 
accountant. Chairmen for the session were the chapter 
presidents: Dr. Charles R. Geer of Portland, Maine; 
Dr. William D. Thibodeau of Nashua, N. H. and Dr. 
Donald L. Bashaw of Wallingford, Vt. 

A Montreal psychiatrist, Dr. Taylor Statten, closed 
the meeting with a talk on “Development of the Child 
in Relation to the Family and the Community.” 

A conference on cerebral vascular disease was spon- 
sored jointly by the New Hampshire chapter and the 
New Hampshire Heart Association on February 29. 
The afternoon session, held in Concord, was con- 
ducted by members on the staff of Dr. Howard Rusk of 
New York University-Bellevue Medical Center in New 
York City. The two-man staff presenting the con- 
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University Director and Chapter President Chat—Dr. William Kettel, 
director of postgraduate studies of the College of Medicine, Uni- 
versity of Iowa (left), chats during a recent Iowa chapter refresher 
course with Chapter President William M. Sproul of Des Moines. 


Two Hundred Hear President—Dr. William M. Sproul, president of the 


Towa chapter, gave an opening address to 200 guests at a recent 
refresher course sponsored jointly by the chapter and the University 
of Iowa College of Medicine. 


Senior Students and Wives are Honorees— Some 180 senior medical 
students of the University of Iowa and their wives were special guests 
at the luncheon held the last day of the recent four-day refresher 
course sponsored by the chapter and the university. 
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eases tense patients into emotional calmness, 
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tablets, bottles of 100. 
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ference was Drs. Daniel Feldman and Philip R. Lee. 
Dr. Rusk is an honorary member of the Academy. 

At a joint meeting of the Vermont chapter and the 
section on medicine and general practice of the Ver- 
mont Medical Society held earlier in the year at Bur- 
lington, Dr. John H. Bland of Burlington, president of 
the section, gave an opening address. It was the first 
scientific meeting of the newly organized section. 
Morning speakers were Drs. Ethan A. H. Sims, Donald 
B. Miller, George A. Wolf and George A. Schumacher. 
Miss Jean Bullock, assistant professor of medical social 
work at UVM, was the luncheon speaker. Dr. Arthur 
A. Gladstone opened the afternoon session. He was 
followed by a panel discussion on cerebrovascular 
disease with Dr. Schumacher moderating. Panelists 
were Drs. R. M. P. Donaghy, Herbert L. Martin, 
Robert P. Smith and Richard H. Saunders, all of 
Burlington. 
> At the charter meeting of the Westmoreland County 
(Pennsylvania) chapter, held March 13 in Jeannette, 
Dr. Andrew Cerne of Herminie was named president. 
Other officers are Drs. A. J. McSteen, vice president 
and Ameene G. Makdad, secretary-treasurer, both of 
Greensburg. Drs. Richard Doncaster of Jeannette and 
P. G. McKelvey, Jr. of Greensburg are board members. 

Sixteen charter members attended a meeting later 
that week (see cué). Guest speakers were Drs. Arthur 
Clateman of Pittsburgh, state chapter president; 
Arthur Haines, also of Pittsburgh, past state president 
and Academy Board member and Norman Golomb, 
Southwestern branch past president. 

The North Eastern Sectional (Pennsylvania) chap- 
‘ter has just completed a program in modern thera- 
peutics presented in eight sessions which began March 
1. The program took place at the Monroe County 
General Hospital in East Stroudburg with meetings in 
March and May. 
> A “Do It Yourself” theme will prevail throughout 
the scientific meeting of the Oregon chapter scheduled 
for September 13-15 in Portland. A business meeting 
with election of officers will initiate the meeting the 
first day. Twelve scientific talks will be given the fol- 
lowing two days. Mac F. Cahal, Academy executive 
secretary, will give a banquet address. 

This year the chapter will not be meeting with an- 
other group. Last year the chapter’s session was held 
in conjunction with the University of Oregon Medical 
School Alumni and the Sommer Memorial Lectures. 
> The Southwestern Ohio Society of General Practice 
(Ohio) chapter conducted a half-day cancer detection 
seminar on April 22. The meeting, sponsored by the 
Cincinnati College of Medicine, was held in Cincinnati. 

A series of five weekly seminars on gastroenterology 
was presented in April and May by Dr. Sam Robinson 
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At Massachusetts Chapter Symposium—Keynoting a symposium on 


_ office procedures and clinical medicine in Boston were Moderator 


William H. Chasen (left) of Quincy, president of the Massachusetts 
chapter and Dr. John R. Fowler of Barre, Mass., immediate past 
president of the American Academy of General Practice. 


At Charter Meeting—Among those attending the charter meeting 
of the Westmoreland County (Pennsylvania) chapter were Dr. Jake 
Fong (front row, left to right), Dr. George Crouse, Dr. Theodore A. 
Schultz, Dr. Harry Lubow, Dr. Roy Monsour and Dr. Paul McKelvy, Sr. 
Standing in the second row are Dr. Richard Doncaster (left to right), 
Dr. Andrew Cerne, Dr. Robert Monsour, Dr. Ameene Makdad, Dr. F. 
Clay Gibson and Dr. L. L. Blackburn, Sr. Jn the back row are Drs. Paul 
McKelvey, Jr., William Hughes, Arthur McSteen and Arthur King I. 


of Ohio State University. The series, which began the 
last Thursday of April and ran each successive Thurs- 
day in morning sessions, was held at the university’s 
college of medicine in Columbus. 

The Trumbull County (Ohio) chapter reports that 
50 per cent of its total membership was in Washing- 
ton, D. C. for the recent Eight Annual Scientific As- 
sembly. 
> The Third Symposium on Office Procedures for the 
Generalist conducted by the Michigan chapter was 
held April 4 in Grand Rapids. The scientific program 
included talks by Drs. Rex L. Diveley, Kansas City; 
Watt W. Eagle of Duke Hospital; William W. Schott- 
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PATIENTS 

STAY ON 

THE JOB... 
COMFORTABLY 


in URINARY DISTRESS 


; (Brand of Phenylazo-diamino-pyridine HCl) 


provides gratifying relief in a matter of minutes 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis, urethritis or prostati- 
tis to seek your aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
become effective, the nontoxic, compatible, analgesic 
action of Pyripium brings prompt relief from urgency, 
frequency, dysuria, nocturia or spasm. At the same 
time, Pyripium imparts an orange-red color to the 
urine which reassures the patient. Used alone or in 
combination with antibacterial agents, PyripluM may 


be readily adjusted to each patient by individualized 
dosage of the total therapy. 


SUPPLIED: In 0.1 Gm. (1% gr.) tablets in vials of 12 and 
bottles of 50, 500, and 1,000. 

Py is the registered trade-mark of Ni Chemical Co., Inc., 
its brand. ph diami HEL Shap 
of Merck & Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., Inc. 
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staedt of Oklahoma City; Blaine McLaughlin of Wo- 
man’s Medical College, Philadelphia; Walter J. Reich, 
Chicago and Academy Member Keith Hammond of 
Paoli, Ind. Each talk was followed by a question-panel 
discussion. 

A new format for the publication of the Michigan 
and Wayne County (Michigan) chapters, began in the 
March, 1956 issue. Dr. F. P. Rhoades of Detroit was 
appointed business manager. His duties will include 
the sale of advertising which will put the Bulletin on a 
self-sustaining basis. 

Election of officers followed a dinner at the annual 
meeting of the West Michigan chapter held March 12 
in Grand Rapids. New officers are: Dr. Fred C. Brace, 
president; Dr. J. R. Lenteni, president-elect; Dr. J. S. 
Sluyter, vice president and Dr. B. J. Kool, secretary- 
treasurer. 

Forty-one members and guests were entertained 
with color and sound films of Dr. Frank M. Burroughs’ 
recent trip to Europe which included the Scandina- 
vian countries and the British Isles. 
> New officers were elected at a recent dinner meet- 
ing of the Northwest Regional (IMlinois) chapter. Fol- 
lowing a musical prelude, Dr. Richard V. Kochanski 
was installed as president, Dr. Benjamin Lichtman as 
vice president, Dr. Eugene Brodsky as secretary and 
Dr. Martin Wolski as treasurer. Guest speakers were 
Illinois Chapter President George S. Schwerin and Dr. 
Henry Hanelin, president of the Northwest Branch of 
the Chicago Medical Society. 
> Dr. Seymour Fiske of New York City has been 
named chairman of the 1957 annual scientific meeting 
of the New York State chapter. Next year the meeting 
will be held in New York City in October. 

Dr. Fiske, appointed by the chapter’s board of 
directors, has been active and on the executive com- 
mittee of all the chapter’s scientific meetings held in 
New York City since 1951. He was co-chairman of the 
1955 meeting. 
> Plans are being completed for the annual scientific 
meeting of the Louisiana chapter, to be held at the 
Jung Hotel in New Orleans on October 9-11. AAGP 
President-elect Malcom Phelps has been invited to 
address a session on October 10. Arrangements have 
been made for luncheons and the annual banquet. 
Baby-sitter services have been acquired for the con- 
venience of the wives attending. 
> The twenty-second area chapter of the Texas chap- 
ter was formed at a February meeting in Midland. 
Twenty-five doctors in the Midland-Kermit-Odessa 
area met for the dinner meeting at which time new 
officers were elected. They are Dr. Homer B. Johnson 
of Midland, president; Dr. Haskell E. Hestand of 
Odessa, vice president; and Dr. Barney Grafa of Mid- 
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land, secretary-treasurer. A request has been made for 
a local chapter charter. 

Special state chapter guests were Dr. James D. 
Murphy, president, Dr. Cecil French, vice president, 
Dr. J. N. White, board member, Dr. H. J. Harvis, co- 
chairman of the hospital committee, Dr. John L. 
Wright, and Don Jackson, managing editor of The 
Newsletter, official chapter publication. 
> Five outstanding doctors presented a symposium 
on cardiovascular disease March 28, sponsored by the 
Bridgeport (Connecticut) chapter and the Greater 
Bridgeport Heart Association. The meeting was con- 
ducted in the St. Vincent’s Hospital in Bridgeport. 
> On May | the Wisconsin chapter sponsored a Gen- 
eral Practice Day during the annual meeting of the 
Wisconsin State Medical Society in Milwaukee. The 
Council on Scientific Work of the state society joined 
in conducting the one-day function. 

The Wisconsin and Waukesha-Jefferson-Dodge 
chapters will hold a summer seminar June 20 at Water- 
town. Four well-known Wisconsin physicians—Drs. 
Earl Weir, Jack Klieger, Joe Stone and Harry Maxwell 
—will present the program. 

The Wisconsin chapter also will sponsor a one-day 
scientific symposium June 28 in Green Bay. Invitations 
have been sent to all Wisconsin physicians and their 
wives. There will be special entertainment for the 
ladies as well as a luncheon for the doctors and wives. 


Ten Years Later— The Minneapolis (Hennepin County, Minnesota) 
chapter celebrated its tenth anniversary in February at Minneapolis’ 
Nicollet Hotel. This particular chapter developed from a small 
group of physicians who met February 20, 1946 in the home of Dr. 
Carlos Del Plaine to consider matters affecting general practition- 
ers. President Alton Olson of the Minneapolis chapter, who presided 
at the celebration, introduced Dr. W. B. Hildebrand of Menasha, 
Wis., a past Academy president, who spoke stirringly on AAGP 
and national legislative matters. Shown around the anniversary 
cake are Dr. Hildebrand (left to right) , Drs. Raymond Page, H. E. Drill, 
A. C. Olson, Charles Cooper and Albert E. Ritt. 
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clinically proved in many common infections*® 


Hemolytic streptococcal infections 
Pharyngitis/Tonsillitis/Sinusitis 

Otitis media/Mastoiditis 

Scarlet fever/Lymphadenitis/Erysipelas 


Staphylococcal infections/Pneumococcal 
infections/Gonococcal infections / 
Vincent's Infection/Prevention of 
streptococcal infection in individuals 
with a history of rheumatic fever / 
Prevention of secondary infection due to 
penicillin-susceptible organisms 


in dosage of just 1 or 2 tablets t.i.d. 


and is far less costly than other penicillin salts 


Pentids 


SQUIBB 200,000 UNIT BUFFERED PENICILLIN G POTASSIUM TABLETS 
Recommended dosage: 1 or 2 tablets t.i.d. without regard to meals. Bottles of 12 and 100. 


References: 1. Boger, W. P., J. Amer. Ger. Soc. 3:556, Aug. 
1955. 2. Lapin, J. H., Ann. Allergy 13:169, March-April 1955. 
3. Andelman, M. B. and Fischbein, W. 1., Antibiotic Med. 1: 
136, March 1955. 4. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, Circulation 11:317, Feb. 1955. 5. Miller, J. M. et al., 
Antibiotics Annual 1954-55, Medical Encyclopedia Inc., N. Y., 
p. 105. 6. Seal, J. R. et al., J. Lab. & Clin. Med. 44:831, Dec. 
1954. 7. Martin, W. J. et al., Am. Pract. & Dig. Treat. 5:813, 
Oct. 1954. 8. Henner, R., Eye, Ear, Nose & Throat Monthly 
33:530, Sept. 1954. 9. Rodstein, M. and Young, D., Clin. Med. 
61:695, Sept. 1954. 10. Bernstein, S. H. et al., A. M. A. 
Arch. Int. Med. 93:894, June 1954. 11. Craige, E., North Caro- 
lina M. J. 14:593, Dec. 1953. 12. Barach, A. L., J. Amer. Ger. 
Soc. 1:616, Sept. 1953. 13. Barach, A. L., Geriatrics 8:423, 
Aug. 1953. 14. Boger, W. P., Indus. Med. & Surg. 22:288, 
July 1953. 15. Young, D. and Rodstein, M., J.A.M.A. 152:987, 
July 1953. 16. Queries and Minor Notes, J.A.M.A. 152:1083, 
July 1953. 17. Roberts, E., A. M. A. Amer. J. Dis. Child. 85: 
643, June 1953. 18. Spink, W. W., J.A.M.A. 152:585, June 
1953. 19. Huang, N. N. and High, R. H., J. Pediat. 42:532, 
May 1953. 20. Antibiotics: Round Table Discussion, Pediatrics 
11:270, March 1953. 21. Feinberg, B., Rhode Island M. J. 36: 
138, March 1953. 22. Flippin, H. F., Delaware State M. J. 25: 
55, March 1953. 23. Denny, F. W. Jr., Postgrad. Med. 13:153, 
Feb. 1953. 24. Flood, J. M., A. M. A. Arch. Dermat. & Syph. 
67:42, Jan. 1953. 25. Kohn, K. H., Milzer, A. and MacLean, H., 
J.A.M.A. 151:347, Jan. 1953. 26. Siegal, S. et al., J. Allergy 
24:1, Jan. 1953. 27. Statements of American Heart Associa- 
tion, Council on Rheumatic Fever and Congenital Heart Dis- 
ease, J.A.M.A. 151:141, Jan. 1953. 28. Keefer, C. S., Pennsyl- 
vania M. J. 55:1177, Dec. 1952. 29. Kerrell, W. E., J.A.M.A. 


*PENTiIOS’® A SQUIBB TRADEMARK 


150:1450, Dec. 1952. 30. Levy, D. F., Connecticut State M. J. 
16:899, Dec. 1952. 31. Romansky, M. J. and Kelser, G. A., 
J.A.M.A, 150:1447, Dec. 1952. 32. Thomas L., Minnesota Med. 
35:1105, Dec. 1952. 33. Jones, C. C., J. lowa M. Soc. 42:533, 
Nov. 1952. 34. Reimann, H. A., Postgrad. Med. 12:255, Sept. 
1952. 35. Bunn, P. A., N. Y. State J. Med. 52:2005, Aug. 1952. 
36. Finland, M., New England J. Med. 247:557, Oct. 1952. 
37. Babione, R. W. et al., U. S. Armed Forces M. J. 3:973, 
July 1952. 38. Hansen, A. E., South. M. J. 45:423, May 1952. 
39. Dowling, H. F., G. P. 5:53, Feb. 1952. 40. Rhoades, P. S., 
G. P. 5:67, Feb. 1952. 41. Dowling, H. F. and Lepper, M. H., 
Med. Clin. North Amer., Jan. 1952, p. 247. 42. Karelitz, S. 
and Schifrin, N., Postgrad. Med. 11:17, Jan. 1952. 43. Panel 
Discussion, Pennsylvania M. J. 55:42, Jan. 1952. 44. Flippin, 
H. F. et al., J.A.M.A. 147:918, Nov. 1951. 45. Massell, B. F., 
Mod. Concepts Cardiovas. Dis. 20:105, Sept. 1951. 46. Wein- 
stein, L., Boston Med. Quarterly 2:1, Sept. 1951. 47. Massell, 
B. F. et al., J.A.M.A. 146:1469, Aug. 1951. 48. Finland, M., 
Bull. New York Acad. Med., 27:199, April 1951. 49. Wheatley, 
D., Brit. M. J. 1:703, March 1951. 50. Keefer, C. S., Postgrad. 
Med. 9:101, Feb. 1951. 51. Bunn, P. A. et al., J.A.M.A. 144: 
1540, Dec. 1950. 52. Weinstein, L. and Perrin, T. S., J. Pediat. 
47:844, Dec. 1950. 53. Keefer, C. S., Am. J. Med. 7:216, 
Aug. 1949. 54. Robinson, J. A., Hirsch, H. L. and Dowling, H. 
F., Am. J. Med. 4:716, 1948. 55. Barach, A. L. and Garthwaite, 
B., Ann. Allergy 5:297, Aug. 1947. 56. Herroid, R. D., J. Urol. 
57:897, May 1947. 57. White, H. J., Lee, M. E. and Alverson, 
C., Proc. Soc. Exper. Biol. & Med. 62:35, 1946. 58. Baumann, 
F. et al., J. Allergy 17:264, Sept. 1946. 59. Gamble, T. 0. et 
al., Am. J. Obst. & Gynec. 50:514, Nov. 1945. 60. Woofter, 
A. C. and Hoffman, 0. E., J. lowa M. Soc. 35:189, May 1945. 
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Treatment of Urinary Tract Infections (Continued) 


(a) a good bacteriostatic index within the spectrum 
of urinary tract pathogenic organisms; 


(b) minimal systemic effects; 


(c) high solubility (within the range of urinary 
tract pH) with fast excretion producing high 
active drug levels in the urine without danger 
of crystallization; 


(d) low acetylation (making the drug available 


in its free, active form). 


It is generally accepted that, in infections of the 
urinary tract, sulfonamides are usually at least as 
effective as the antibiotics and are active against 
a wide variety of organisms. 


Goodhope’ found that “Thiosulfil”® (sulfamethi- 
zole) is rapidly absorbed (a 2 Gm. oral dose pro- 
duces a blood level of 6 mg. per hundred cubic 
centimeters in 2 hours), that 90-95 per cent is main- 
tained in the free form, that it is rapidly excreted 
(the optimum blood level is reduced to half within 
2-3 hours and the drug is fully excreted within 24 
hours), and that it is highly soluble within a wide 
pH range. 


Thus, “Thiosulfil” is rapidly concentrated 
where urine is formed and, acting as a virtual “irri- 
gation from within,” it travels along the urinary 
channels inhibiting bacterial activity all along 
the way. 


The remarkable pharmacodynamics, clinical 
safety and effectiveness of “Thiosulfil” have caused 
many a favorable comment in medical literature. 
“Thiosulfil” was used successfully in cystitis, pyeli- 
tis, urethritis, pyelonephritis, and other acute and 
chronic urinary tract infections, and is recommended 
as prophylaxis in instrumentation and surgery. 


Bourque and Joyal® reported that ““Thiosulfil’ 
was remarkably well tolerated...” and produced 
good results in patients with cystitis. Hughes and 
associates’ found it effective in 96 per cent of acute 
cases and 84 per cent of chronic cases including 
pyelonephritis, cystitis and urethritis. Barnes® used 
“Thiosulfil” in various types of chronic urinary 
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tract infections (many of which were refractory or 
intolerant to other drugs) and obtained favorable 
results in 75 per cent. He noted in particular that 
“Thiosulfil” is well tolerated. 


Recommended Dosage: The average dosage 
of “Thiosulfil” for adults is 0.5 Gm. five or six 
times daily. The pediatric dosage is scheduled on 
an average basis of 30 to 45 mg. per pound of 
body weight per day. 


It is usually unnecessary to force fluids. In fact, 
limiting intake aids in achieving greater concen- 
tration with more sustained action. If voiding 
occurs during the night, an extra half-dose should 
be given. 

“Thiosulfil” is available in 0.25 Gm. scored tab- 
lets (bottles of 100 and 1,000), and in suspension 
which yields 0.25 Gm. of “Thiosulfil” per 5 ce. 
(bottles of 4 and 16 fluidounces). 


Even when urinary retention and severe 
uremia complicated the infection, “Thiosulfil” was 
given with good results. Goodhope® in summing up 
his experiences said: “I do not hesitate to give 
‘Thiosulfil’ to a patient in whom there is a history 
of sensitivity to sulfa drugs—I believe that ‘Thio- 
sulfil’ deserves wide clinical acceptance.” 


BIBLIOGRAPHY : 
1. Jawetz, E.: Am. Pract. & Digest. Treat. 3:361 (May) 1952. 


2. Creevy, C. D., and Feeney, M. J.: J. Urol. 71:615 (May) 
1954. 


3. Reiner, L., Schlesinger, M. J., and Miller, G. M.: A. M. A. 
Arch. Path. 54:39 (July) 1952. 


4. Dearing, W. H., and Heilman, F. R.: Proc. Staff Meet., 
Mayo Clin. 28:121 (Mar. 11) 1953. 


5. Goodhope, C. D.: J. Urol. 72:552 (Sept.) 1954. 

6. Bourque, J. P., and Joyal, J.: Canad. M. A. J. 68:337 (Apr.) 
1953. 

7. Hughes, J., Coppridge, W. M., and Roberts, L. C.: South. 
M. J. 47:1082 (Nov.) 1954. 

8. Barnes, R. W.: J. Urol. 71:655 (May) 1954. 
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in the treatment of DERMATITIS 


around COLOSTOMIES, FISTULAS and 


ANORECTAL IRRITATIONS 


from fecal and 


urinary incontinence 


Well documented! 


Supplied in 1 oz. tubes 
and 1 lb. jars 


Dept. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 Second Avenue, New York 10, N.Y, 
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to aid in the advance 

of medical science 

through the dissemination 
of significant achievements 


among practicing physicians 


ROSS LABORATORIES 


(formerly M & R Laboratories) 


is pleased to announce 


THE SIXTH ANNUAL ROSS AWARDS 


offered to encourage prompt publication of 


new findings and of new clinical perspectives 


As in past years, a special Awards Com- 
mittee, appointed by the Board of Directors 
of THE AMERICAN ACADEMY OF GENERAL 
PRACTICE, will present two awards of one 
thousand dollars each to the two members 
of the Academy who have published the 
most outstanding contributions in GP 
during 1956. 


Officers of the Academy, directors and 
members of the Publication Committee 


are ineligible for these awards. 


GP June 1956 


‘a 
4 
4 
4 


Products 


Index to 


BOOKS 
Handbook of Medical Treatment 


Weight Control Booklet 
(National Dairy) 


DIETARY 


Baby Foods (Gerber) 

Bremil (Borden) 

Evaporated Milk (Carnation) 
Instant S-M-A Powder (Wyeth) 
Liquid Lactum (Mead Johnson) 
Liquid Sobee (Mead Johnson)...opp. 188 
Malt Soup (Borcherdt) 
Modified Milk (Baker) 

Oat Meal (Quaker) 

Probana (Mead Johnson) 
Similac (Ross) 


EQUIPMENT 


Autoclave (Pelton & Crane) 

E & J Chairs (Everest & Jennings)... 

Ektachrome Film (Eastman)... .opp. 140 

Ektacolor Film (Eastman) 

Electrocardiograph EK-2 (Burdick)... .200 

Flexmobile (Mattern) 

Instrument Financing (Aloe) 

Kodachrome Film (Eastman)... .opp. 140 

Kodak Blue Brand X-Ray Film and 
Chemicals (Eastman) 

Megason Ultrasonic Unit (Birtcher).. 66 

Patrician X-Ray Unit (General 


Universal Table (Ritter) 
Viso-Cardiette (Sanborn) 


PHARMACEUTICALS 


Achromycin SF (Lederle)...... . 
Altepose (Sharp & Dohme) 
Ansolysen (Wyeth) 

Atarax (Roerig) 

Aureomycin (Lederle) 
Azo-Gantrisin (Hoffmann- 


Bellergal (Sandoz) 

Bemotinic (Ayerst) 
Biphetamine (Strasenburgh) 
Bonadoxin Drops (Roerig) 
Bonamine (Pfizer) 

Butisol Sodium (McNeil) 
Cal-O-B (Warren-Teed) 
Calpurate (Maltbie) 

Caroid & Bile Salts (American 
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PHARMACEUTICALS (cont'd) 


Clinistix (Ames) 

Co-Deltra (Sharp & Dohme) 
Co-Hydeltra (Sharp & Dohme)... . 
Colace (Mead Johnson) 

Co-Pyronil (Lilly) 

Cremosuxidine (Sharp & Dohme). . .204 
Dactil (Lakeside) 

Dayalets (Abbott) 

Deca-Mulcin (Mead Johnson) ...opp. 188 
Deca-Vi-Caps (Mead Johnson). .opp. 188 
Deca-Vi-Sol (Mead Johnson) . . .opp. 188 
Decholin with Belladonna (Ames).... 30 
Desenex (Maltbie) 

Desitin Lotion (Desitin) 

Dexamy] (Smith, Kline & 


Diamox (Lederle) 

Diaparene Peri-Anal (Homemakers’) . 182 
Engran (Squibb) 

Entozyme (Robins) 

Equanil (Wyeth) 

Erythrocin (Abbott) opp. 197, 197 
Expasmus (Martin H. Smith) 

Felsol (American Felsol)............ 
Ferronord (Nordmark) 

Flexin (McNeil) 

Folbesyn (Lederle) 


Furacin Urethral Suppositories 


Furadantin (Eaton) 
Gelusil (Warner-Chilcott) 
Homagenets (Massengill) 
HP Acthar Gel (Armour) 
Hydrocortone TBA (Sharp & Dohme) 12 
Koromex (Holland-Rantos) 
Lanteen Jelly (Esta) 
Lipan (Spirt) 
Lotusate (Winthrop)......... . . 132-133 
Mediatric (Ayerst) 
Medihaler (Riker) 
Mephyton (Sharp & Dohme) 
Meratran (Merrell)........... 
Metabol’aid (Stauffer) 
Metamine (Leeming) 
Metandren Linguets (Ciba) 
Meticortelone 

(Schering) 
Meticorten (Schering) 
Metiderm (Schering) 
Miltown (Wallace) 
Mysteclin (Squibb) 
Neocholan (Pitman-Moore) 
Neo-Cultol (U. S. Vitamin) 
Nembutal (Abbott) 
Neo-Sedaphen (Carroll Dunham 


Neosporin (Burroughs Wellcome) .... 47 
Nilevar (Searle) 1 
Noludar (Hoffmann-La Roche).. .opp. 61 


Novahistine Elixir (Pitman-Moore). . . 


PHARMACEUTICALS (cont'd) 


Num-Zit (Purepac) 

Obedrin (Massengill) 

Pamine (Upjohn) 

Pantho-F Cream (U. S. Vitamin)... . 
Pentids (Squibb) 

Pentoxylon (Riker)...... 
Pen Vee Oral (Wyeth) 

Perihemin (Lederle) 

Phenergan (Wyeth) 

Phospho-Soda (Fleet) 53 
Piptal (Lakeside)............ .3rd Cover 
Placidyl] (Abbott) 

Plimasin (Ciba) 


Preceptin (Ortho) 

Premarin with Methyitestosterone 
(Ayerst) 

Prenatal Capsules (Lederle) 

Protamide (Sherman) 

Pyridium (Sharp & Dohme) 

Quadrinal (Bilhuber-Knoll) 

Rautensin (Smith-Dorsey) 

Rauwiloid Veriloid, Rauwiloid Hexa- 
methonium (Riker) 

Redisol (Sharp & Dohme) . 198, 203, 213 

Ritalin (Ciba) 

Roetinic (Roerig) 

Selsun (Abbott) 

Serpatilin (Ciba) 

Sigmagen (Schering) 

Sparine (Wyeth) 

Sterane (Pfizer) 

Sterosan (Geigy) 

Stresscaps (Lederle) 

Supprettes (Webster) 

Sustagen (Mead Johnson) 

Tarcortin (Reed & Carnrick) 

Terra-Cortril (Pfizer) 

Tetracyn (Pfizer) 

Thiosulfil (Ayerst) ....180, opp. 180, 181 

Thorazine (Smith, Kline & French). . 

Tridal (Lakeside) 

Trigesic (Squibb) 

Tri-Synar Plus (Armour) 

Triva (Boyle) 

Tri-Vi-Sol (Mead Johnson).... . 

Tronothane (Abbott) 

Tylandril (Lilly) 

Vagisec (Schmid) 

Vi-Penta Drops (Hoffmann-La Roche) 22 

Zephiran (Winthrop) 

Ziradryl (Parke, Davis) 

Zymelose (Glidden) 

Zymenol (Glidden) 


MISCELLANEOUS 
Men’s Supports (Camp) 
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e New Books from Mosby Press 
Poly-Vi-Sol (Mead Johnson) ....opp. 188 
aoe Pomalin Liquid (Winthrop)......... 16 
Precalcin Lactate (Walker).........192 
a French)... 63 
(Eaton) 
144-145 
162 
18-19 
La Roche) .. opp. 60 
26-27 


Abbott Laboratories 6, 
opp. 52, 164, 
opp. 196, 197 
A. S. Aloe Company 
American Felsol Company.202 
American Ferment 
Company, Inc 
Ames Company, Inc...30, 
The Armour 
Laboratories 200, 210 
Ayerst Laboratories .28, 61, 
158, 180, opp. 180, 181 
Baker Laboratories, Inc... 44 
Bilhuber-Knoll 


The Birtcher Corporation. 66 
Borcherdt Malt Extract 


The Borden Company .... 
Boyle & Company 

The Burdick Corporation .200 
Burroughs, Wellcome & 


Carnation Company 
Carroll Dunham Smith 


Ciba Pharmaceutical Prod- 
ucts, Inc..4, 36, 51, 138, 
199, 204, 207, 211 
Desitin Chemical Co... . .191 
Eastman Kodak 


Eaton Laboratories. . .37, 156 
Esta Medical Laboratories, 


Everest & Jennings, Inc. . 213 
C. B. Fleet Co., Inc 

Geigy Pharmaceuticals... 55 
General Electric Company 38 
Gerber Products Company 40 
Otis E. Glidden & Co., 


Lakeside Laboratories, 
Lange Medical 
Publications 
Lederle Laboratories.18—19, 
33, 62, 144-145, 
168, 185, 205 
Thos. Leeming & Co., 


Eli Lilly and Co 
McNeil Laboratories, 
7, 178-179, 193 
Maltbie Laboratories. . . .29, 
148, 210 
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F. Mattern Mfg. Co 
Mead Johnson & 


opp, 188, 189, 190 
The Wm. S. Merrell 
Co 


Nordmark Pharmaceutical 
Laboratories, Inc..opp. 204 
Ortho Pharmaceutical 
Corp 
Parke, Davis & Co... .50, 141 
Pelton & Crane Company.202 
Pfizer Laboratories. .31, 43, 


Pitman-Moore 


Purepac Corporation 
Quaker Oats Company... 46 
Reed & Carnrick 
Riker Laboratories, 
Ritter Company Inc 
A. H. Robins Co., Inc... . 
J. B. Roerig and 
Company . . 26-27, 143, 170 
Ross Laboratories 
St. Joseph’s Hospital. . . . 
Sanborn Company 
Sandoz Pharmaceuticals... 42 
Schering Corp. _ opp, 36, 
64-65, opp. 148, opp. 212 
Julius Schmid, Inc 
G. D. Searle & Co 
Sharp & Dohme... . 12, 39, 
48-49, 162, 172, 198, 
203, 204, 213, 240 
Sherman Laboratories.... 45 
Smith-Dorsey 
Smith, Kline & French 
Laboratories 
Martin H. Smith Co 
Spirt & Co., Inc........ .201 
E. R. Squibb & Sons.14-15, 
134, 174, 186, 196 
Stauffer Home Plan 
R, J. Strasenburgh Co.... 67 
The Upjohn Company... 58 
U. S. Vitamin Corp. .130, 131 
Walker Laboratories, Inc..192 
Wallace Laboratories 
Warner-Chilcott 
The Warren-Teed 
Products Company... . 
ba William A. Webster 


Winthrop Laboratories. . 16, 
132-133, 152 
Wyeth Laboratories. . . .20, 
136-137, 184, 
206, 209, 212 


for 
atopie 
dermatitis... 


and other 
resistant 
dermatoses 


tar-steroid cream 


Synergistic combination of 
0.5% hydrocortisone in 
TARBONIS® (nonstaining cream 
of 5% special coal tar extract). 


TARCORTIN... 44 and | oz. tubes 
Write for Samples: 


Tarcortin . . . tar-steroid therapy 
Tarbonis . . . coal tar therapy alone 


REED & CARNRICK 


JERSEY CITY 6. NEW JERSEY 
*T.M. Reg. 


The S. E. Massengill ‘ 4 
Company........176, 177 j 
Co. 4th Cover, 188, ‘ | 
The C. V. Mosby | 
National Dairy Council. ..195 
Corporation. ... 207 
Company........ .32, 208 
S. H. Camp and Co..... .201 
Pharmacal Co.........199 | 
Inc. | 
Hoffmann-La Roche, 
Holland-Rantos Company, 
Homemaker’s Products 
Inc. 211 é 
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Above is the jeweler’s adaptation of the new official 
AAGP seal. All jewelry shown below is actual size. 


OFFICIAL RECOGNITION PIN ASSEMBLY. 
For lapel wear. 5¢” diameter. ss The Americen Academy of 
; Géneral Practice adopted a 
OFFICIAL CUFF LINKS for the 
first time; you can obtain offi- 
cial jewelry beating this hand- 
some new design. The jewelry 
seal is. beautifully crafted of 
bive and white enamel and 
gold or sil¥er (to mutch the 
mefabyou choose}. The jewelry 
itself —~ the fines? available — 
comes in solid gold, gold filled 
or sterling. Any piece makes a 
distinctive percorial, gift or 
professional award. 


List the items you want on your pre- — 

scription blank or letterhead. Send the — 

list with your check for the total amount 
pin The American Academy of General 


Tie chain 

Money clip 

Tie bar 

Cuff links 

Ring (caduceus on shanks) 

Ring (blue spinel stone) Ronson lighter 12.75 


Ring (leaf shank design) *All solid gold jewelry is 14 karat 
Ring (small seal) except the tie chain, tie pin and 
Chapter president’s key money clip, which are 10 karat. 


Academy of General Practice. Prices include 10% fed. excise tax. ORDER 
sas City 11, Missouri. If you order 
mediately on receipt of your order, 
€.0.D. orders will carry a few cents 
for delivery — except for rings, which 


Key to Index Abbreviations 


ed Editorial 
info pl Information Please 
tip | Tips from Other Journals 
Scientific Article 


SUBJECT INDEX 


A 


ABDOMEN, trauma, visceral injury from (tip), June, 
1956, p. 107 
ABRUPTIO PLACENTAE: See Placenta 
AccIDENTs: See also Burns; Wounds 
automobile, prevention, a law against death (ed), 
March, 1956, p. 71 
study in children under six *(Jacobziner & others), 
February, 1956, p. 88 
Acne Vutearis (Stolar), March, 1956, p. 72 
ACRODERMATITIS ENTEROPATHICA (tip), June, 1956, 
p- 110 
ADAMANTINOMA (tip), June, 1956, p. 116 
Appison’s Disease: See Adrenal Glands, cortical in- 
sufficiency 
ApiPosE TissuE, sloughing (info pl), May, 1956, p. 133 
ADOLESCENCE, emotional problems *(Hussey), May, 
1956, p. 74 
ApRENAL GLANDS, cortical insufficiency (Addison’s 
disease) *(Gilston), March, 1956, p. 106 
AErosot: See Inhalational Therapy 
AGRANULOCYTOSIS 
from chlorpromazine (tip), June, 1956, p. 108 
leukoagglutinins in (tip), January, 1956, p. 120 
AMEBIASIS 
treatment, antibiotic amebicides *(McHardy), May, 
1956, p. 79 
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JANUARY, 1956 THROUGH JUNE, 1956 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Assembly (1956) 
amendments, proposed, notice of (Cahal), Febru- 
ary, 1956, p. 173 
come to Washington (ed), January, 1956, p. 70 
official call for the annual meeting (Cahal), Jan- 
uary, 1956, p. 163 
president’s greetings (DeTar), April, 1956. p. 164 
Presidential Address 
address to eighth annual saad (Fowler), June, 
1956, p. 122 
Profiles 
Cooper, C. C., January, 1956, p. 142 
McKinlay, D. W., February, 1956, p. 148 
Richardson, F., March, 1956, p. 166 
AmpuTaTIOoN, lower extremity *(McKittrick), May, 
1956, p. 104 
AMYLASE, SERUM, in mumps (tip), February, 1956, p. 120 
Anapuy.actic Reactions, to penicillin (tip), June, 
1956, p. 114 
AneMIA: See also Anemia, Sickle Cell 
associated with carcinoma (tip), June, 1956, p. 108 
ANEMIA, SICKLE CELL 
cholelithiasis in (tip), January, 1956, p. 112 
ANESTHESIA 
anesthetic agents, antidiuretic effects of (tip), June, 
1956, p. 110 
shivering following (tip), April, 1956, p. 123 
Aneurysm, AorTIC, dissecting (tip), Feb., 1956, p. 121 
ANGINA Pecroris: See Arteries, Coronary 
ANOREXIA, treatment, isoniazid ineffective (tip), Janu- 
ary, 1956, p. 120 
ANTIBIOTICS: See under specific names 
ANTICOAGULANTS 
evaluation of (tip), May, 1956, p. 128 
long-term therapy in myocardial infarction (tip), 
April, 1956, p. 123 
AORTA 
Aneurysm of: See Aneurysm, Aortic 
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Aorta, ABDOMINAL, aneurysm, mycotic (tuberculous) 
(tip), April, 1956, p. 124 
ApopLexy, CEREBRAL, pain following (info pl), March, 
1956, p. 133 
ARTERIES, CEREBRAL, internal carotid artery syndrome 
(tip), May, 1956, p. 132 
ARTERIES, CORONARY 
Angina Pectoris, peritrate for (tip), January, 1956, 
p. 114 
angina pectoris, treatment, pentaerythritol tetrani- 
trate (tip), March, 1956, p. 126 
angina pectoris, treatment, surgical (tip), June, 
1956, p. 107 
Myocardial Infarction, treatment, long-term anti- 
coagulant therapy (tip), April, 1956, p. 123 
’ ARTERIES, PERIPHERAL 
arteriosclerosis, heparin ineffective for claudication 
(tip), May, 1956, p. 122 
do’s and don’t’s for diabetics (ed), Feb., 1956, p. 71 
occlusion, grafts for (ed), May, 1956, p. 69 
ARTERIES, PULMONARY, arteriosclerosis, pathogenesis 
(tip), March, 1956, p. 124 
Ascites, chylous, in childhood (tip), May, 1956, p. 128 


BALLISTOCARDIOGRAM, effects of nitroglycerin on (tip), 
May, 1956, p. 123 
Beer, in low-sodium diet (tip), January, 1956, p. 113 
Bu, white, significance of (tip), February, 1956, p. 120 
Buiary Tract: See also Gallbladder 
cancer (tip), June, 1956, p. 111 
Bioop: See also specific disorders 
platelets, production (info pl), April, 1956, p. 133 
Bioop TRANSFUSION, complications of *(Miller), June, 
1956, p. 98 
BLoop VOLUME 
estimation, method (tip), January, 1956, p. 114 
measurement, the dilution principle *(Rose), June, 
1956, p. 86 
relationship to heart size (tip), March, 1956, p. 129 
Bones, cortical hyperostosis, infantile (tip), March, 
1956, p. 132 
BRAIN 
Trauma: See also Extradural Hemorrhage 
trauma, cerebral (tip), March, 1956, p. 125 
trauma, treatment, chlorpromazine (tip), April, 
1956, p. 132 
BREAST 
cancer, psychologic aspects *(Lewison), March, 
1956, p. 99 
cancer, treatment, methods (tip), Mar., 1956, p. 128 
surgery, mastectomy sutures (tip), March, 1956, 
p. 124 
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BRONCHOPLEURAL Fistuta *(Katz), March, 1956, p. 91 
Burns 
treatment, corticotropin (ACTH) and cortisone 
(tip), March, 1956, p. 130 
treatment, exposure method (tip), March, 1956, 
p- 132 
treatment, in mass civilian casualties (tip), February, 
1956, p. 124 
Burazoutpin: See Phenylbutazone 


C-Reactive Protein Test (tip), May, 1956, p. 126 
Cancer: See also under organ or region affected 
anemia associated with (tip), June, 1956, p. 108 
origin of (ed), May, 1956, p. 72 
tests, screening (tip), March, 1956, p. 127 
Cancer, ADVANCED 
treatment, chlortetracycline and irradiation (tip), 
January, 1956, p. 116 
treatment, puromycin (tip), January, 1956, p. 117 
Canpip1sis: See Moniliasis 
CarcInom, cardiovascular abnormalities (tip), April, 
1956, p. 126 
CaroTENEMIA (info pl), March, 1956, p. 133 
See Obstetrics 
CumpREN: See also Infants 
accident fatality follow-up study in children under 
six *(Jacobziner & others), February, 1956, p. 88 
ascites, chylous (tip), May, 1956, p. 128 
child with a runny nose *(Williamson), January, 
1956, p. 85 
growth during cortisone administration (tip), June, 
1956, p. 116 
intussusception, sigmoid, recurrent (tip), March, 
1956, p. 126 
intussusception, treatment (tip), January, 1956, 
p- 115 
juvenile diabetic *(Forbes), January, 1956, p. 99 
knock knees at age two (info pl), January, 1956, 
p- 122 
neuroblastoma in (tip), May, 1956, p. 126 
poisoning, lead *(Winters), March, 1956, p. 107 
reading troubles in (tip), January, 1956, p. 113 
underweight (tip), January, 1956, p. 120 
Cuts, treatment, morphine (tip), February, 1956, 
p- 128 
CHLORPROMAZINE (Thorazine) 
agranulocytosis from (tip), June, 1956, p. 108 
effects on liver (tip), May, 1956, p. 132 
induced psychosis, chlorpromazine, treatment (tip), 
April, 1956, p. 130 
CHOLANGIOGRAPHY: See Gallbladder 
CHOLELITHIASIS: See Gallbladder 
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CHOLESTEROL, SERUM, effect of exercise on (tip), June, 
1956, p. 111 

Craupication: See Arteries, Peripheral 

Coccipiomomycosis, DissEMINATED, treatment of (tip), 
February, 1956, p. 122 

Coccipiomomycosis, ExPERIMENTAL, treatment, nysta- 
tin (tip), February, 1956, p. 126 

Coton, cancer, implantation of (tip), January, 1956, 
p- 112 

CoLosToMy 

colostomy patient, the (somatopsychic conference) 
*(Hollender, editor), February, 1956, p. 97 
problems of (info pl), January, 1956, p. 121 

CommunicaTION (ed), June, 1956, p. 71 

Coronary Arrteriks: See Arteries, Coronary 

Coroner SysTEM, medical examiner (ed), January, 
1956, p. 72 

CortisonE, effect on growth of children (tip), June, 
1956, p. 116 

CRYOGLOBULINEMIA (tip), May, 1956, p. 132 


DELINQUENCY, JUVENILE (tip), May, 1956, p. 124 
Dermatitis, chronic, treatment (info pl), March, 1956, 
p. 134 
Diasetes Metuitus: See also Glycosuria 
do’s and don’t’s for diabetics (ed), Feb., 1956, p. 71 
juvenile diabetic *(Forbes), January, 1956, p. 99 
treatment, lente insulin (tip), June, 1956, p. 113 
D1aPHRAGM 
eventration (tip), January, 1956, p. 111 
paralyzed due to serum neuritis (tip), June, 1956, 
p- 112 
DIARRHEA 
Infections: See Salmonellosis 
treatment, mule tail tea (tip), March, 1956, p. 129 
Diet, diets should be palatable (ed), March, 1956, p. 70 
Diet, Low-sopium, beer in (tip), January, 1956, p. 113 
Diet, Rice, in hypertensive vascular disease (tip), 
January, 1956, p. 119 
Dicirauis, toxicity, precipitation by carbohydrates 
(tip), February, 1956, p. 130 
DisasTER MEDICINE 
are you ready for disaster? (Lamme), March, 1956, 
p- 137 
burns, treatment, mass civilian casualties (tip), 
February, 1956, p. 124 
preparation for disaster (Fitzgerald), June, 1956, 
p- 73 
tattoos for everyone (ed), February, 1956, p. 69 
Dizziness: See Vertigo 
Druc Reactions, general practitioner and *(Brown), 
March, 1956, p. 92 
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Drucs, a drug is born (Lamme), May, 1956, p. 141 
DuopenvM, obstruction (tip), April, 1956, p. 127 


Economics 
Taxes 
don’t overpay your taxes (Cahal), March, 1956, 
p- 135 
entertainment expenses are deductible—maybe 
(Cahal), April, 1956, p. 135 
Economics, MepicaL, confused and misguided (ed), 
February, 1956, p. 71 
Eczema: See Dermatitis 
Epucation, MEDICAL 
how to provide money for medical teachers (ed), 
May, 1956, p. 73 
motivation of students, what makes Sammy run? 
(ed), January, 1956, p. 70 
the medical student (ed), May, 1956, p. 69 
tuition payments are due (ed), April, 1956, p. 73 
ELECTROCARDIOGRAM, T waves, tall (tip), May, 1956, 
127 
EmpouisM, Putmonary: See also Thrombophlebitis 
antibiotic therapy (info pl), June, 1956, p. 117 
localized recurrent infarctions (info pl), February, 
1956, p. 131 
pulmonary infarction, treatment (info pl), February, 
1956, p. 131 
ENDOCARDIAL FIBROELASTOSIS 
in childhood (tip), March, 1956, p. 131 
types (tip), January, 1956, p. 119 
BACTERIAL 
treatment, duration of (tip), January, 1956, p. 115 
EPICONDYLITIS, treatment, ultrasonicradiation *(Aldes), 
June, 1956, p. 89 
EpmeRMOLysis BuLLosa, trauma test in (tip), April, 
1956, p. 125 
Epmersy, Dilantin therapy and hypertrichosis (tip), 
February, 1956, p. 121 
ERYTHROCYTE PropucTion, mechanism (tip), April, 
1956, p. 122 
EsopHAGUS 
cancer (tip), January, 1956, p. 111 
megaesophagus, treatment (tip), April, 1956, p. 131 
surgery, esophageal, current concepts *(Sherman), 
March, 1956, p. 115 
varices, x-ray diagnosis (tip), April, 1956, p. 124 
Eruics, Mepicat, is your halo on straight? (ed), Jan- 
uary, 1956, p. 73 
ExtTrapuraL HemMorruace (tip), June, 1956, p. 116 


F 
Fat: See Adipose Tissue 


FECES, maggots in (info pl), February, 1956, p. 132 

Fetus, prediction of sex (ed), June, 1956, p. 71 

FINGERNAILS, infection, fungous (info pl), April, 1956, 
133 

Fiur Batance, systematic approach to (Part 1) 
*(Snively & others), January, 1956, p. 74; (Part 

2), February, 1956, p. 74 

Fouc Dericiency, aggravated by vitamin 

(tip), May, 1956, p. 122 


GALLBLADDER: See also Biliary Tract 
cholangiography, intravenous (tip), January, 1956, 
p- 118 
cholelithiasis, sickle cell anemia in (tip), January, 
1956, p. 112 
cystic duct, remnant after cholecystectomy (tip), 
March, 1956, p. 127 
Gamma GLoBULIN, agammaglobulinemia (tip), May, 
1956, p. 126 
Gastric: See Stomach 
Gastritis, Eostnopuiiic (tip), March, 1956, p. 128 
Gratin, allergenicity of (tip), January, 1956, p. 116 
GENERAL PRACTICE 
a creed (ed), January, 1956, p. 72 
problems and future of (DeTar), January, 1956, p. 123 
renaissance (ed), February, 1956, p. 69 
Giomus Tumors (tip), June, 1956, p. 112 
GrycosuriA, Renat (tip), June, 1956, p. 106 
Gorrer, INTRATHORACIC (tip), January, 1956, p. 116 
Gorrer, Toxic 
hyperthyroidism, signs *(Gilston), May, 1956, p. 103 
treatment, thyroid failure following I'* therapy 
(tip), April, 1956, p. 82 
GonorrHEA, treatment in penicillin-sensitive patient 
(info pl), February, 1956, p. 131 
Gout *(Gilston), February, 1956, p. 109 
GP, birthday greetings (ed), April, 1956, p. 69 
GP Quiz, January, 1956, p. 94 


Heap anp Neck Cancer, treatment, gastric compli- 
cations (tip), June, 1956, p. 115 
Heart: See also specific valve lesions 
arrest, mechanism of death (tip), April, 1956, p. 128 
Arrhythmias 
antiarrhythmic drug, new (Ambonestyl) (tip), 
March, 1956, p. 125 
disease, cardiac patient going to surgery *(Deraney 
& Connor), April, 1956, p. 75 
disease, curable or reversible *(Berkman & Harvey), 
March, 1956, p. 74 
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intracavitary masses (tip), May, 1956, p. 122 
neoplasms, metastatic (tip), February, 1956, p. 121 
Operations, Surgical 
blood replacement in (tip), January, 1956, p. 117 
size, relation to blood volume (tip), March, 1956, 
p- 129 
Heart Faure, blood ammonia in (tip), April, 1956, 
p- 132 
Hemoctosin-C Diszase (tip), January, 1956, p. 118 
HEMOGLOBINURIA, PaROxYsMAL NocTuRNat (tip), 
March, 1956, p. 132 
Hemorruack, splanchnic blood flow after (tip), May, 
1956, p. 127 
Heparin, ineffective for claudication (tip), May, 1956, 
p- 122 
Mass, Lerr, roentgenologic interpretation 
*(Tucker & Bruwer), May, 1956, p. 90 
Privileges 
AMA acts to halt hospital discrimination against 
general practitioners, January, 1956, p. 153 
bold and timely expression of policy (DeTar), 
February, 1956, p. 73 
Boston tea party, the (ed), January, 1956, p. 69 
Hypratazine Reaction (tip), April, 1956, p. 122 
HYPERTENSION, ARTERIAL 
absence in cirrhotics (tip), June, 1956, p. 114 
**benign” hypertension (tip), June, 1956, p. 106 
essential hypertension, concept of (ed), April, 1956, 
p- 70 
essential hypertension, treatment, medical *(Cur- 
rie), April, 1956, p. 111 
malignant, treatment by sodium restriction (tip), 
June, 1956, p. 111 
retinitis, hypertensive, reversal after splanchnicec- 
tomy (tip), February, 1956, p. 122 
retinitis, hypertensive, reversal with drug treat- 
ment (tip), February, 1956, p. 122 
treatment, rice diet (tip), January, 1956, p. 119 
Hypertricuosis from Dilantin (tip), February, 1956, 
p- 121 


InpustTrRiAL MepicinE, family physicians and (ed), Feb- 
ruary, 1956, p. 70 
INFANTS: See also Children 
knee, congenital dislocation (tip), February, 1956, 
p- 129 
salmonellosis, of the newborn (tip), February, 1956, 
p- 128 
test for crossed eye in infants (tip), January, 1956, 
112 
vitamin A deficiency (tip), April, 1956, p. 128 
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INHALATIONAL THERAPY, sprays, aerosol, enzymes in 
(tip), February, 1956, p. 125 
INTERTRIGO, treatment of (info pl), January, 1956, 
p- 122 
INTESTINAL OBSTRUCTION, caused by adhesions (tip), 
April, 1956, p. 129 
INTESTINES, atresia, congenital (tip), June, 1956, p. 106 
INTUSSUSCEPTION 
sigmoid, recurrent (tip), March, 1956, p. 126 
treatment, in children (tip), January, 1956, p. 115 
Iron, SERUM, values in liver disease (tip), April, 1956, 
p- 125 
Ison1AzID, urinary complications (tip), February, 1956, 
p. 130 


Jimson Weep Poisoninc (tip), January, 1956, p. 115 

Joints: See under names of specific joints 

Journa.is, breaking the doctor-press barrier (Lamme), 
April, 1956, p. 137 


KIDNEYS 
calculi, prevention (tip), May, 1956, p. 130 
calculi, treatment, salicylates (tip), April, 1956, 
p- 124 
functionless, contracted, significance (infopl), March, 
1956, p. 134 
KNEE 
dislocation, congenital (tip), February, 1956, p. 129 
knock knees at age two (info pl), January, 1956, 
122 
KRUKENBERG Tumors: See Ovary, neoplasms 


LACERATIONS, OBSTETRIC, repair *(Douglass), January, 
1956, p. 88 
Leap Potsoning, in children *(Winters), March, 1956, 
p- 107 
Leprosy *(Gilston), January, 1956, p. 84 
Leukemia, Acute, chemotherapy (tip), March, 1956, 
p- 125 
LEUKOPLAKIA, treatment of (info pl), February, 1956, 
p- 132 
Liver: See also Jaundice 
chlorpromazine effects (tip), May, 1956, p. 132 
Cirrhosis 
absence of hypertension (tip), June, 1956, p. 114 
disease, serum iron (tip), April, 1956, p. 125 
disease, serum transaminase in (tip), May, 1956, 
130 
failure, blood ammonia in (ed), April, 1956, p. 69 
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hepatic necrosis, shock in (tip), June, 1956, p. 110 
hepatitis (infectious), among household contacts 
(tip), April, 1956, p. 131 
hepatitis (viral), hormone therapy (tip), June, 1956, 
p- 108 
operations, surgical (tip), January, 1956, p. 111 
Luncs 
abscess, putrid *(Katz), February, 1956, p. 87 
Cancer and tuberculosis (tip), May, 1956, p. 130 
cancer, bronchography in diagnosis (tip), May, 
1956, p. 125 
cancer, King Charles’ head (ed), May, 1956, p. 70 
disease, chronic, treatment *(Nye), February, 1956, 
p- 
fungus ball *(Katz), June, 1956, p. 97 
middle lobe syndrome, etiology (tip), April, 1956, 
p- 129 
ventilation and blood flow, clinical conditions as- 
sociated with abnormal relations *(McCann), 
May, 1956, p. 115 
Lupus EryrHeMatosus DissEMINATUS 
(a systemic collagen disease) *(Gilston), June, 1956. 
p. 88 
diagnosis, in vivo L. E. test (tip), March, 1956, p. 130 
hydralazine reaction simulating (tip), April, 1956, 
p- 122 
Lympu Nopes, aspiration for diagnosis (tip), April, 
1956, p. 126 


Maccorts, in feces (info pl), February, 1956, p. 132 
treatment, primaquine (tip), 
February, 1956, p. 127 
MarrIiaGE, infertile marriage, the (ed), April, 1956, p. 71 
MEASLES 
BCG vaccination and (tip), March, 1956, p. 132 
complicating, bacterial infections (ed), January, 
1956, p. 71 
MEDIASTINUM, emphysema, mediastinal *(Katz), Jan- 
uary, 1956, p. 97 
MepicaL EXAMINER, coroner system (ed), January, 
1956, p. 72 
MEDICAL PRACTICE 
modern medical care (DeTar), May, 1956, p. 135 
“why patients see doctors” (ed), January, 1956, p. 71 
MENINGITIS, TUBERCULOUS, symptoms (tip), February, 
1956, p. 130 
MENopAUsE, manifestations of (info pl), April, 1956, 
p- 134 
Mentat Disorpers, drug therapy (tip), February, 
1956, p. 127 
Mesenteric Cysts (tip), April, 1956, p. 130 
Mrrrat VALVE, STENOSIS, comissurotomy, little finger 
for (tip), January, 1956, p. 120 
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MOoNILIASIS, vaginitis, diagnosis, a simple, rapid pro- 
cedure *(Hengerer & Covert), May, 1956, p. 88 

Mumps, serum amylase in (tip), February, 1956, p. 120 

MyocarpbiAL Infarction: See Arteries, Coronary 

MyYXEDEMA 

adult myxedema *(Gilston), April, 1956, p. 121 

treatment of (info pl), June, 1956, p. 118 


NECK, venous hum in *(Hurst), February, 1956, p. 96 

Neuritis, SERUM, paralyzed diaphragm (tip), June, 
1956, p. 112 

NeEvurosastToma in childhood (tip), May, 1956, p. 126 

Nevurotoey for family physicians (ed), February, 1956, 
p. 73 

Nrxon AssemBLy ADDRESS, June, 1956, p. 119 

NURSING, nurse recruitment, your part in (Lamme), 
May, 1956, p. 145 


Osstetrics: See also Pregnancy 
childbirth, “painless” (info pl), May, 1956, p. 133 
lacerations, immediate repair *(Douglass), January, 
1956, p. 88 
Oxp AcE, art of growing old *(Rittelmeyer), April, 
1956, p. 85 
Osteritis Drrormans (Paget’s disease), circulatory 
changes (tip), February, 1956, p. 129 
Ovary, neoplasms, metastatic (Krukenberg) (tip), 
May, 1956, p. 122 
Oxatic Oxa osis (tip), March,1956, 
p- 126 
Oxyuriasis (Pinworms), infection in family group 
(info pl), May, 1956, p. 133 


Pacet’s Disease: See Osteitis Deformans 
PANCREAS, anatomy of (tip), June, 1956, p. 109 
PANCREAS, ANNULAR (tip), February, 1956, p. 123 
PANCREATITIS, etiology and treatment (tip), February, 
1956, p. 126 
PARAHEMOPHILIA, genetics of (tip), January, 1956, p. 114 
Parotip GLAND 
sialoangiectasis (tip), April, 1956, p. 126 
tumors, treatment *(Ariel), April, 1956, p. 92 
ParoTiTis, POSTOPERATIVE (tip), June, 1956, p. 109 
Pepratrics: See Children; Infants 
PENICILLIN 
allergy, tests for (tip), April, 1956, p. 125 
reactions, anaphylactic (tip), June, 1956, p. 114 
Peptic ULcer 
bleeding, control of (tip), June, 1956, p. 108 
gastric ulcer and pyloric stenosis (tip), March, 1956, 
p- 130 
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perforated, serum amylase in (tip), March, 1956, p. 
131 
prednisolone, use of in ulcer patient (info pl), April, 
1956, p. 133 
reserpine, risk of in ulcer patients (tip), June, 1956, 
p- 115 
treatment, hemigastrectomy with vagotomy (tip), 
March, 1956, p. 127 
treatment, vagotomy and gastroenterostomy (tip), 
February, 1956, p. 128 
Persona.itigs (In The Medical News) 
Alesen, L. A., January, 1956, p. 35 
Anderson, C. W., March, 1956, p. 35 
Askey, E. Vincent, June, 1956, p. 35 
Bronk, D. W., March, 1956, p. 34 
Byrd, H. F., February, 1956, p. 35 
Coggeshall, L. T., February, 1956, p. 34 
Cutter, R. K., May, 1956, p. 35 
Ford, H., II., February, 1956, p. 34 
Hiscock, I. V., January, 1956, p. 34 
Holt, L. E., Jr., April, 1956, p. 35 
Huggins, C., April, 1956, p. 35 
Klump, George S., June, 1956, p. 34 
Papanicolaou, G. N., May, 1956, p. 34 
Phelps, M. E., April, 1956, p. 34 
Robins, R. B., March, 1956, p. 35 
Rowntree, G. R., March, 1956, p. 34 
Samuel, E. R., January, 1956, p. 34 
Snyder, H. McC., April, 1956, p. 34 
Stover, Wendell C., June, 1956, p. 34 
Wilson, I. B., May, 1956, p. 34 
PeRTUussIs, in vaccinated children (tip), April, 1956, 
p- 132 
PHENYLBUTAZONE (Butazolidin), toxic effects (tip), Feb- 
ruary, 1956, p. 128 
Pionipa_ Sinus, treatment, surgical (tip), April, 1956, 
p- 128 
Pinworms: See Oxyuriasis 
PLACENTA, PREMATURE SEPARATION (info pl), June, 
1956, p. 117 
PNEUMATOCELE *(Katz), April, 1956, p. 91 
PNEUMATHORAX, SPONTANEOUS, management of (tip), 
May, 1956, p. 128 
POLIOMYELITIS 
epidemic, study of (tip), May, 1956, p. 129 
immunization (tip), January, 1956, p. 112 
in pregnancy (tip), June, 1956, p. 112 
vaccine, use of (info pl), June, 1956, p. 118 
POLYCYTHEMIA AND ANOXEMIA (tip), June, 1956, p. 114 
Practice: See General Practice; Medical Practice 
PREGNANCY: See also Obstetrics 
fetus, prediction of sex (ed), June, 1956, p. 71 
multiple, biologic aspects *(Guttmacher), April, 
1956, p. 105 
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multiple, clinical aspects *(Guttmacher), May, 1956, 
p- 97 
poliomyelitis in (tip), June, 1956, p. 112 
test, colostrum (info pl), April, 1956, p. 134 
PsycHosomaTic MeEpicing, books on (info pl), May, 
1956, p. 134 
Pusuic RELATIONS 
Boston taxi drivers are different (ed), March, 1956, 
p- 72 
meet the people (ed), March, 1956, p. 70 
physicians think ill of physicians (ed), April, 1956, 
p- 73 
PURPURA 
due to “erythrocyte autosensitization” (tip), Jan- 
uary, 1956, p. 118 
vascular, acute (tip), May, 1956, p. 122 
Pytoric STENOsIS, acquired, relationship to gastric 
ulcer (tip), March, 1956, p. 130 


RapIATION INJURIES 
radiation sickness, hemorrhage in (tip), June, 1956, 
p- 110 
surgery in irradiated tissue (tip), March, 1956, 
p- 129 
RapiaTion, ULTRasonic, treatment of epicondylitis 
*(Aldes), June, 1956, p. 89 
READING TROUBLES IN CHILDREN (tip), January, 1956, 
p- 113 
Rectum, cancer, complications of abdominoperineal 
resection (tip), April, 1956, p. 124 
RESERPINE, risk of in peptic ulcer patients (tip), June, 
1956, p. 115 
Respiratory SysTeM: See also specific organs and 
diseases 
common diseases (ed), June, 1956, p. 72 
smog (ed), June, 1956, p. 72 
Rerinitis, HYPERTENSIVE 
reversal with drug therapy (tip), Feb., 1956, p. 122 
reversal with splanchnicectomy (tip), February, 
1956, p. 122 
RurorrHEA, child with a runny nose *(Williamson), 
January, 1956, p. 85 


SALMONELLOSIS OF THE NEWBORN (tip), February, 1956, 
p- 128 

Science 1s Human (ed), March, 1956, p. 71 

Scierosis, MULTIPLE, patient, anesthetic for (info pl), 

February, 1956, p. 131 
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SHOCK 
in hepatic necrosis (tip), June, 1956, p. 110 
treatment, metaraminol (tip), May, 1956, p. 131 
Sock, Traumatic, bacterial infection in (tip), Feb- 
ruary, 1956, p. 130 
Srnuses, PaRANASAL, maxillary, cancer (tip), April, 
1956, p. 122 
Skin, drug rash, cause (info pl), May, 1956, p. 134 
Skin Divine, oxygen for (info pl), May, 1956, p. 134 
Smoc (ed), June, 1956, p. 72 
SMOKING 
curb for (tip), January, 1956, p. 116 
Securrry Act 
Amendment (HR 7225) 
disability benefits (ed), February, 1956, p. 70 
stay of execution (ed), June, 1956, p. 69 
doctor and social security (Humphrey), February, 
1956, p. 135 
nonstop legislation (ed), February, 1956, p. 72 
onward and upward (ed), March, 1956, p. 69 
$ocial $ecurity (Kemp), February, 1956, p. 139 
socialized social security (Doenges), February, 1956, 
p- 133 
Sopium, SeruM, hyponatremia in urologic patients 
(tip), February, 1956, p. 128 
STOMACH 
gastrectomy, afferent loop syndrome (tip), May, 
1956, p. 130 
sarcoma (tip), June, 1956, p. 116 
suction, nasogastric, postoperative (tip), May, 1956, 
p- 121 
STRaBIsMuUS, test for crossed eye in infants (tip), 
January, 1956, p. 112 
SULFONAMIDES, uses of (tip), February, 1956, p. 126 
Surcery: See also under specific diseases, organs and 
operations 
laparotomy, exploratory, explorers become diagnos- 
ticians (ed), April, 1956, p. 72 
operating speed (ed), April, 1956, p. 69 
SYPHILIS, treatment in penicillin-sensitive patient (info 
pl), February, 1956, p. 131 


Taeniasis (Tapeworm), treatment (info pl), April, 
1956, p. 134 

Tareworm: See Taeniasis 

Taste, change in (info pl), February, 1956, p. 132 

TaTToos ror Everyone (ed), February, 1956, p. 69 

TETANUS, antitoxin, sensitivity to (info pl), March, 
1956, p. 133 

TerracycuinE (Achromycin), tissue levels of (tip), 
February, 1956, p. 125 

THoRAX, trauma, modern concepts in management 

*(Strieder), June, 1956, p. 74 
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THorazinE: See Chlorpromazine 
THROMBOPHLEBITIS: See also Veins, Renal 
cancer as cause (tip), April, 1956, p. 130 
deep leg veins, ligation (tip), May, 1956, p. 125 
diagnosis by compression of proximal veins (tip), 
April, 1956, p. 132 
pathogenesis (ed), May, 1956, p. 71 
Tuyrow Gtianp: See Goiter, Intrathoracic; Goiter, 
Toxic; Myxedema 
Tuyroroxicosis: See Goiter, Toxic 
Tosacco, chewing tobacco and the circulation (tip), 
May, 1956, p. 131 
Toneuz, furred, significance (tip), May, 1956, p. 132 
Toxop.asmosis, CONGENITAL (tip), March, 1956, p. 126 
TRACHEOBRONCHITIS, MEMBRANOUS, postoperative (tip), 
May, 1956, p. 124 
TRANSAMINASE, SERUM, in liver damage (tip), May, 
1956, p. 130 
Tusercuosis: See also Tuberculosis, Pulmonary 
BCG vaccination and measles (tip), March, 1956, 
p. 132 
whereto tuberculosis? (tip), June, 1956, p. 112 
TUBERCULOSIS, PULMONARY 
basal *(Katz), 1956, p. 120 
bronchogenic carcinoma and (tip), May, 1956, p. 130 


drug-resistant tubercle bacilli, infection with (tip), 


May, 1956, p. 124 
drug-resistant tubercle bacilli, prevalence (tip), 
March, 1956, p. 131 
relapse, late (tip), March, 1956, p. 128 
tuberculosis in resected lung specimens (tip), Feb- 
ruary, 1956, p. 120 
Twins: See Pregnancy, multiple 
Typuus, immunization (tip), January, 1956, p. 116 


Uncie WILFRED 
on medical ethics (ed), May, 1956, p. 71 
on telling the blood pressure (ed), June, 1956, p. 72 
on the cardiologists’ vote (ed), April, 1956, p. 71 
Ureruane Toxicity (tip), April, 1956, p. 132 
Urerura, strictures, hydrocortisone for (tip), January, 
1956, p. 118 
Urinary System: See also Kidneys; Urethra 
hyponatremia in urologic patients (tip), February, 
1956, p. 128 
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urinary complications with isoniazid (tip), Feb- 
ruary, 1956, p. 130 
Urerus 
cancer, diagnosis, cytologic *(Kaiser), April, 1956, 
p. 83 
hysterectomy, technique (info pl), May, 1956, p. 134 


Vacinitis, monilial, diagnosis, simple, rapid *(Hen- 
gerer & Covert), May, 1956, p. 88 

Vacinitis, Trichomonas (info pl), 1956, p. 122 

Veins: See Thrombophlebitis; Veins, Renal 

Veins, RENAL, thrombosis in children (tip), June, 1956, 
p- 114 

Venous Hum in THE Neck *(Hurst), February, 1956, 
p- 96 

VerTIGO, drug-induced (Meperidine) (info pl), March, 
1956, p. 134 

Viramin A, Dericrency, in infancy (tip), April, 1956, 
p- 128 

Viramin C, acerola juice (tip), May, 1956, p. 126 

VITAMINS, vitamania, polypharmacy and witchcraft, 
(tip), May, 1956, p. 121 

Vocat Corps, paralysis, causes (tip), April, 1956, p. 
127 


WasHINGTON SICKNESS SuRVEY, “why patients see 
doctors” (ed), January, 1956, p. 71 
Water, purification, ultraviolet (tip), April, 1956, p. 
127 
Wor.p Arounp Us (ed), May, 1956, p. 72 
Wownps: See also Accidents; Burns; Lacerations, 
obstetric 
abdominal, postoperative infection (info pl), June, 
1956, p. 117 
infection, resistance to (tip), February, 1956, p. 124 
surgical, undressed (ed), June, 1956, p. 70 


X1PHon, hypersensitive, syndrome (tip), March, 1956, 
124 
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McCann, W. S., May, *1956, p. 115 
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three patients...three piperidols | 


favorite for generalized G.I. dysfunction 


‘ 
Thi ; 


rapid, prolonged relief throughout the G.I. tract 


for patients with and when peptic ulcer 
pain = spasmof the upper is the problem: 
gastrointestinal tract: cholinolytic 


visceral eutonic PIPTAL® 
DACTIL® Normalizes motility 
Relieves gastroduodenal and secretion; prolongs 
and biliary pain = spasm __sremissions, curbs 

— usually in 10 minutes. recurrences, 


Patients on TRIDAL, DACTIL or PIPTAL remain singularly free C 
of anticholinergic-antispasmodic side effects. LAKESIDE 
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Sick patients 


need food for therapy 


THAT MAN MUST EAT to remain 
well is a concept as old as medicine. 
But only recently has it been estab- 
lished (1) that nutritional needs are 
increased in illness; (2) that food suffi- 
cient to meet these needs is well uti- 
lized, and (3) that therapeutic 
nutrition prevents many of the debili- 
tating effects of disease and injury. 


Unfortunately, because of the ano- 
rexia accompanying illness, effective 
nutritional therapy requires added 
care on the part of the physician. 
Food comes from familiar kitchens 
and lacks the impressive aura of more 
dramatic therapeutic agents. Thus it 
is often difficult to convince the 
patient that food, too, is therapeutic 
—that although drugs may arrest 
disease only food can repair the 
ravages of disease. 


Whatever the nutritional problem— 
whether caused, by anorexia, mechan- 
ical difficulty in eating or limitation of 
gastric capacity or tolerance—only 
an assured food intake will solve it. 
The use of Sustagen, a food formu- 
lated for therapeutic nourishment, 
will overcome many difficulties in the 
therapeutic feeding of sick patients. 
A foundation for therapy thus may 
be established. 


The development of Sustagen ex- 
emplifies the continuous effort of 
Mead Johnson & Company to provide 
the medical profession with products 
basic to the management of illness 
and the restoration of health. 


Sustagen 


Therapeutic Food for 
Complete Nourishment 


Sustagen® is the only single food which 
contains all known nutritional essentials: 
protein, carbohydrate, fat, vitamins and 
minerals. It may be given by mouth or tube 
as the only source of food or to fortify the 
diet in brief or prolonged illness. 


repairs tissue 
restores appetite 
overcomes asthenia 
in 

cirrhosis 

peptic ulcer 
geriatrics 
infections 

trauma 


chronic disease 


Sustagen 


SYMBOL OF SERVICE IN MEDICINE 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 
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